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CHAPTER I: INTRODUCTION

Introduction
The roles and responsibilities of governing boards of for-profit and notfor-profit organizations are under close scrutiny, raising questions regarding
appropriate membership, necessary qualifications of board members, and
definitions of board effectiveness. Recent corporate scandals in both for-profit
and not-for-profit organizations have raised concerns about the effectiveness of
governing boards in performing their oversight responsibilities. Nationally, the
daily news is filled with reports of organizational scandals regarding
misappropriation of funds and major financial losses for stock holders of public
corporations. Not-for-profit organizations may experience similar incidents
involving public funding. For example, a community development corporation
in Georgetown County, South Carolina is currently under investigation for
misuse of federal funds (Wren, 2006). Situations such as these cause regulators to
increase control over reporting requirements, and cause boards to question what
systems need to be in place to prevent such problems and work to identify
criteria for optimal board members.
In addition to the public scrutiny and increasing regulation, federally

funded community health centers are faced with an additional governance
challenge: 51 percent of the organization's governing board must represent the
community served and be users of the health center's services (HC Consolidation
Act, 1996). In order to meet this requirement, boards are faced with identifying
members of the user community willing and able to serve on the governing
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board. Little has been written about evaluation of CHC board effectiveness,
particularly with respect to the user requirement. This study is a qualitative
study that explores the opportunities and challenges that this requirement
creates for Community Health Centers in complying with this rule while also
effectively meeting the governance responsibilities of a not-for-profit
organization. Through interviews with Board Chairs and CEOs of CHCs, the
study will attempt to fill the gap pOinted out by Wilson and Claypool (1994),
specifically what should governing boards know and what do they know? Many
studies and articles exist about what they should know, very little has been
written about what they do know or how they operate. The CEO and Board
Chair are primary stakeholders and leaders within the CHC. Their perception of
the impact of the user board member requirement on the functions of the
governing board will be a starting point for assessing this requirement. The
information gained may be used to develop tools for measuring CHC board
effectiveness.
Chapter I provides the reader with an introduction to the background and
need for this study. It includes a brief history of community health centers
(CHCs) and the rationale for the requirement of a user majority. It also includes a
discussion of the roles and responsibilities of an effective governing board, as
well as a discussion of the challenges facing health center boards. The current
theory of the appropriate composition of a not-for-profit board is presented with
its implications for community health center boards. The chapter presents the

problem, research question, and the assumptions that have been made for this
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study. The chapter concludes with a discussion of the significance of this
research project.
Background and Need
Community health centers were originally known as Neighborhood
Health Centers and more recently have been designated as Federally Qualified
Health Centers (FQHCs). For purposes of clarity, the term community health
centers (CHCs) will be used to describe primary care centers, located in
medically underserved areas, that receive federal grant support to provide a
variety of health care services to low income, uninsured, and underinsured
populations. CHCs were a part of the War on Poverty and the Civil Rights
movement of the 1960s (Sardell, 1988; Geiger, 2005; Lefkowitz, 2005). The first
two centers were established in June, 1965 by Dr. H. Jack Geiger and Dr. Count
Gibson in inner city Boston and rural Mississippi (Sardell, 1988). Modeled after
community oriented primary care programs in South Africa, the intent was to
serve the primary care needs of the poor and sick within their communities
through a system that was responsive to those needs (Geiger, 2002).
In the forty years that CHCs have been in existence, the number of centers

has grown to over 1,000 serving over 14 million predominantly poor and
minority patients (Rosenbaum & Shin, 2006). By law, the CHCs must be located
in a medically underserved community, offer a comprehensive range of services,
adjust fees on an income based sliding-fee-scale, and have a governing board
with a majority of health care users (Geiger, 2005; Rosenbaum, S. & Shin, P.,
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2006). CHCs are part of the safety net of providers in the US, providing care for
the uninsured and Medicaid recipientS (Gusmano, Fairbrother, & Park, 2002).
CHCs are responsible to, and receive federal grants from, the Department
of Health and Human Services (HHS) Health Resources and Services
Administration (HRSA) Bureau of Primary Health Care (BPHC) on a competitive
basis under the Consolidated Health Centers program. These grants, awarded
for three to five years, carry significant clinical, programmatic, fiscal, and
governance requirements to insure that the funds are used appropriately to meet
the needs of the community (Kanof, M., 2003).
Impact on Community Health
In the past 40 years, community health centers have made a significant
impact on community health in both rural and urban areas. According to the
National Association of Community Health Centers, CHCs serve one quarter of
the United States' low income population. They serve one tenth of rural
residents, one in nine Medicaid beneficiaries, and one out of seven minority
Americans. CHCs serve migrant farmworkers, homeless persons, and residents
of public housing (Proser, 2005). Services provided at CHCs are targeted at
eliminating barriers and disparities through preventive services, health
education, medical and dental care, behavioral health, and enabling services
(Proser, 2005).
African American patients who obtain care in CHCs experience improved
access to screening procedures and lower low birth weight rates than similar
African American patients not in CHCs. In a review of statistics from the
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National Center for Health Statistics (1991) and the Bureau of Primary Health
Care (1998), Politizer et.al. (2001), found that African American infants from rural
CHCs had lower low birth weight rates than rural African American infants in
general. Urban African American CHC infants also had lower rates than Urban
African American infants (Politizer etal., 2001). In conducting surveys of 1734
CHC patients from ethnically diverse groups across the country, Zuvekas and
colleagues (1999) found that patients identified linguistically concordant staff,
available interpreters, being treated with respect and culturally competent
providers as being important to their health care (Zuvekas, McNamara, &
Bernstein, 1999). Of particular concern is the increasing prevalence of diabetes in
minority populations. CHCs focus on meeting the health care needs of the
community by participating in chronic disease management programs such as
the National Health Disparities Collaborative for Diabetes. The CHCs participate
in the collaboratives using a Chronic Care Model to manage patients with
diabetes, cardiovascular disease, cancer and behavior health problems as needed
in the population each CHC serves (Wang, 2004). The Chronic Care Model is an
important tool for effectively meeting the needs of the frequent attender patients
that use the services of CHCs (Savageau, et. al., 2006).
A major impact of CHCs on the national health care system has been
economic through the provision of a health care safety net A specific study of
one county in the Midwestern US determined that the presence of CHCs was
associated with reduced levels of visits to emergency rooms by uninsured
patients in that county. In the ten years following the establishment of a CHe in
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the county, visits to the emergency room by uninsured patients decreased by
25% resulting in savings of almost $14 million in indigent patient use of the
emergency room for primary care (Smith-Campbell, 2005). Proser (2005)
indicated that cost effective primary care provided by CHCs generates savings
for patients as well as other health care funders including communities, insurers,
and governments. The role of the governing board plays an important part in the
continuation of the services of the CHC as a safety-net.
Rationale and Intent of the Governance Requirement
The original intent of the federal requirement for a 51 percent majority of
users on the board was to maintain control of the services provided in the
community. The model was intended to establish a new kind of health care
provider, located within the community and responsive to the community needs.
The user majority was seen as a powerful tool to ensure that the board supported
community empowerment and development, encouraging active involvement of
the population. The user board members were meant to actively participate in
meeting the needs of the community, calling for health education and outreach,
and establishing a belief that the community should manage its own health
services (Geiger, 2005).
The consumer dominated board was charged with responsibility for
establishing the poliCies of the center, approving the budget, and appointing the
executive director (Sardell, 1988). The 1998 Health Centers Program
Expectations (Department of Health and Human Services,1998) further specifies
that the board represents the individuals being served, holds monthly meetings,
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schedules services and hours, and approves the federal grant application. In
order to qualify as a consumer board member, the board member or a family
member must use the health center as his/her primary source of health care.
Further, the consumers as a group must reasonably represent the patient
population in race, ethnicity, gender, and any special populations such as
homeless, migrant and seasonal farmworkers, public housing, or at-risk school
children (Department Of Health And Human Services, 1998).
The National Association of Community Health Centers continues to
support the concept of this representative form of governance. The organization
believes that communities have control over the health care, are actively
involved in solving local problems, and strongly support and nurture the CHCs.
The board model encourages immediate action on problems, feedback to and
from patients and the community, attention to community needs, and creates a
center for the community to come together to address those needs (Hawkins &
Rosenbaum, 2005).
Community Representation Challenges
An effort to eliminate this majority user requirement occurred in the early
years of the community health center movement The user majority governing
structure was challenged in the 1978 program reauthorization process when a
proposal was added to waive the governing board requirement for hospitals
receiving CHC funds. This effort led to a major conflict related to whether or not
hospitals should receive CHC funding. The outcome of the conflict eliminated
funding for hospitals and did not change the governing structure of CHCs
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(Sardel,1988). Most recently a similar challenge was attempted by the Catholic
Church as part of the 2006 reauthorization bill to get FQHC status without
having to give up control to the laity (personal communication, M. Proser,
October 16, 2006). The effort was once again defeated.
Current Governance Challenges
Since the inception of community health centers 40 years ago, the
complexity of the delivery of health care has increased significantly. The need
for governing boards to continue to represent the community has been
complicated by social, ethnic, cultural, and economic demands. Establishing a
board that is racially and economically representative of the community served
may be difficult for some CHCs. In some areas of South Carolina, the historical
racial divisions between groups of people and the addition of a growing Latino
population, make communication and collaboration difficult (Ryan & Desonia,
2004). The current challenges for governing boards to continue meeting this
requirement, while meeting all the other challenges, may result in internal
questioning of the requirement and how to fulfill it
Of particular concern to all CHC governing boards is the need to meet the

increasirlgly complicated needs of the medically vulnerable populations. People
with serious risk factors including chronic illness and disability, mental illness
and substance disorders, HN infection, and homelessness should be involved in
the governance of their health services politically (Fiscella & Shin, 2005). For
these safety net providers, challenges include the necessity to work effectively
within the larger health care environment, collaborating with hospitals, public
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health departments, and other health care providers, as well as, managed care
organizations and regulatory agencies (Henderson & Markus, 1996). Issues that
have an impact on the board's ability to function include dealing with multiple
sources of outside information and maintaining needed flexibility in order to
respond to the changes in the larger community. Boards are often forced to
respond to outside deadlines and changes in funding priorities (Paap, 1978, Ryan
& Desonia, 2004). In order to continue to provide a safety net for the community,

CHCs have developed networks and linkages including arrangements with
hospitals and medical systems, managed care organizations, training programs,
and specialty services. Relationships of this nature place new demands on
governing boards (Zuvekas, 2005 Oct-Dec).
Many CHCs have become large organizations with multiple sites, school
based clinics, and integrative and collaborative arrangements with hospitals and
community agencies. The challenge of overseeing complex organizations
requires sophisticated well trained boards (Gabow, Eisert, & Wright, 2003).
Boards are faced with the need to overcome differences in personal backgrounds
and experience in order to gain cohesion and commitment to make group
decisions and carry out the work of the board (Eisinger & Senturia, 2001).

In the changing health care environment, many CHCs are finding that
their environment is increasingly competitive. Competition exists for funds,
patients, provider and support staff, and other resources. Board members may be
faced with decisions that require choosing between community needs and the
organization's survival. Many boards are struggling with the challenge of
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balancing the organization's budget and needing to limit the number of indigent
patients enrolled in the center (Samuels, 2005). Governing boards may find the
need to develop stronger professional competence a higher priority than
community representation Gohnson, 1995). In order to effectively carry out the
complex governance functions of today's competitive health care world, board
members must be recruited, retained, and trained (Hadelman & Orlikoff, 1999).
The promise of increased resources from the 2002 Federal Health Center
Growth Initiative (O'Malley, Forrest, Politizer, Wulu,& Shi, 2005)may allow
many CHCs to expand services, increase operating efficiencies, improve quality
of care, and become involved in state planning initiatives. Again, an
organizational opportunity of this magnitude to expand services and meet the
broader health care needs of the community will require skilled boards,
providing strategic guidance and financial oversight to the growing
organization.
Possible Board Failure
As has been stated, the work of governing has become more difficult in
recent years, requiring that board members bring skills and understanding of
financial accountability, strategic planning, monitoring, and oversight A recent
situation in Georgetown County, South Carolina, in the Five Rivers Community
Development Corporation illustrates the challenges presented when board
members are selected to represent the service recipients but may not have a clear
understanding of governance roles and responsibilities, and therefore they are
unable to exercise appropriate oversight The allegations tI-tat staff spent
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hundreds of thousands of dollars of public money without board approval are
under investigation. The board was not in compliance with the organization's
bylaws on required membership in terms of number of board members. Federal
reports were not filed on time and several examples of conflict of interest have
been reported (Wren, 2006).
Although this organization is not a CHC, the organizational structure is
similar. When a not-for-profit organization is revealed to have problems such as
those being investigated at the Five Rivers organization, it raises concerns for all
not-for-profits. This study is being conducted partially in response to the
questions asked by many concerned board members regarding their roles and
responsibilities, and how these problems can be prevented.
Roles and Responsibilities of Effective Boards
As the CEO of two CHCs fulltime for 15 years (Ryan & Desonia, 2004),
and a consultant called in to work with CHCs in crisis throughout the US for
another five years, the author has had first-hand knowledge of the challenges of
working with governing boards, meeting federal requirements, identifying and
fulfilling community needs, and recruiting and retaining professional and
support staff. Additional experience with performance reviews, grant writing,
and board and staff training has contributed to the author's perspective.
eRC boards, staff, and oversight organizations express a universal
concern for competent board members who have a strong understanding of their
organization, are committed to on-going education in their roles and
responsibilities, have learned to function as a group, can step back and look at
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the big picture, are politically savvy, and can think strategically (Chait, Holland,
& Taylor, 2005). In general, the roles and responsibilities of board members

include: establishing policy, selecting and evaluating the chief executive,
providing leadership and planning, and ensuring the financial, legal and ethical
integrity of the organization (Schlegel, 1997). The user requirement and the
commitment to serving indigent and under-served populations at risk for health
problems add a dimension to CRC boards that is not part of the make up of notfor-profit boards in general.
Problem Statement
The requirement that CHCs must have a 51 percent user majority on the
governing board was established to ensure community involvement and
community representation in the provision of care at the CHC. However, today's
governing boards are faced with many challenges in assuring that the
organization is fulfilling its governance, financial, clinical, administrative, and
programmatic requirements related to the receipt of federal grant funds.
Hadelman and Orlikoff (1999) expressed concern that the user majority
negatively impacts the capability of the board to effectively carry out its roles
and responsibilities. As the following literature review will point out, little
research has been done to measure the impact of the user majority requirement
on the effectiveness of the governing board or on the effectiveness of CHCs.
Board effectiveness and organizational effectiveness mayor may not be
associated with each other. By interviewing CEOs and Board Chairs, two major
stakeholders and leaders, to determine their perceptions on this requirement, this
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study will lay the ground work for future study of the impact of the requirement
and evaluation of governing boards. Identified themes and categories of concern
can establish areas to be further explored with other stakeholders in the CRC
community. The resulting issues can be used in the development of evaluation
tools.
Definitions of effective boards were found to include: a strong
understanding of the organization, a commitment to on-going education in roles
and responsibilities, successful functioning as a group, ability to see the big
picture, political sophistication, and strategic thinking (Pointer & Orlikoff, 2002).
This study of CHCs, will attempt to determine the perceptions of the CEOs and
Board Chairs regarding the positive and negative impacts that the user majority
has on the effectiveness of the governing boards and to identify strategies that
have been used to improve the effectiveness of their boards.
The first phase of the design will focus on compliance with the user
majority requirement, attempting to identify methods each CHC board uses to
implement compliance by learning from the people in the field. The observations
of CEOs and Board Chairs will establish the dominant view of these stakeholders
regarding the requirement. The second phase of the design will focus on
participants perceptions of governing board effectiveness, through the interview
questions designed to identify successful practices for improving the
effectiveness of the user majority governing board. In an exploratory approach to
understanding this issue, the study will be delimited to Board Chairs and CEOs
because they are the front line in the governance of a CHC. Many other members
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of the board and staff of the CHC may have perspectives on this issue, and these
perspectives can be addressed in a future study_ A great deal of information is
available on the training of board members in general. This study will explore
the methods that have been perceived to be successful for developing the
effectiveness of a user majority governing board.
This research builds on a National Survey of Community Health Centers
Board Chairs prepared for the National Rural Health Association (Samuels, M,
2005) and a master's thesis assessing governing boards at CHCs in Georgia
(Wright, 2006). Samuels (2005) stated that there is a need for further research into
the functiOning of CHCboards in comparison to other health care boards, and
identification of success factors that may be applicable to the US health care
system. Wright (2006) conducted a survey that resulted in support for the role of
the patient on the governing board. He recommended further research to assess
the relationship between patient status and effectiveness as a board member.
Research Question
Although significant research and writing exists about the roles and
responsibilities of not for profit governing boards in general, very little
evaluation of the user boards of CHCs has been carried out The two recent
studies by Samuels (2005) and Wright (2006) are a beginning of this process of
evaluation. This study will add to the body of knowledge by attempting to
generate some substantive theories about the effective functions of CHC boards
and the impact the 51 percent user majority imposes on the CRe from the
perspective of eRC CEOs and Board Chairs from a sample in South Carolina.

15
The study will determine how the CEOs and Board Chairs see user-majority
board governance and its effectiveness in relation to CHC function. The research
questions are:
•

What do CEOs and Board Chairs perceive to be the resources,
challenges and problems that the user board requirement places on
theCHC?

•

What do CEOs and Board Chairs consider to be the characteristics
of an effectively functioning board?

•

What methods do these two types of stakeholders believe can be
used to develop an effective board?

•

How does their board evaluate its effectiveness currently?
Assumptions

The primary assumptions of this study were, first, that there is a
population of CEOs and Board Chairs of CHCs in South Carolina who are
interested in this topic. It was assumed that some of these individuals will be
~illing

to serve as key informants. It was further assumed that these key

informants will understand the user requirement and the basic principles of
governing board roles and responsibilities and will be able to respond honestly
and candidly based on their experience to the questions in this study. As
mentioned earlier, the author of this study has had close involvement in CHC
including some of the organizations of being studied. The experience
undoubtedly influenced the information sought and the interpretation of the
findings. Every effort was made to account for reflexivity.
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Population
The population for this study included all the CEOs and Board Chairs
from 19 CHCs in South Carolina that are assumed to have met the requirement
of the 51 percent user majority board . The larger population that may be
interested in the results of this study are all the CHCs in the United States. This
population is available from a list of members of the South Carolina Primary
Health Care Association, as well as the membership of the National Association
of Community Health Centers. The selection of participants was a purposive
sample of five CHCs representative of the geographic areas of South Carolina.
Both the CEO and Board Chair from each participating organization were
interviewed.
Significance
The challenges facing CHCs at the present time require an effective board
of directors with each member contributing appropriate skills and resources. Key
stakeholders both inside and outside the organizations need tools for evaluating
effectiveness. Qualitative or interpretive research concerned with how people
attach meaning and make sense of situations (Pope & Mays, 2000) is an
appropriate approach to this study. This initial study with a small sampling may
serve as a first stage for an in-depth study of CHC board effectiveness and
possible development of an evaluation tool geared specifically to CHCs and the
user board requirement. The perceptions offered by the CEOs and Board Chairs
in this study may contribute to the development of this tool. The results of this
study may be transferable to other organizations and may be useful to other
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CHCs in planning selection processes and training methods to improve the
functions of their boards. This study should produce valuable and useful
information about board member selection and training for these organizations
in meeting their governance requirements. These data will be used to adapt tools
used by not-for-profit boards in general to the specific needs of CHC boards.
This exploratory study will be of importance to the state and national
associations by increasing the association leaders' awareness of the challenges
presented by the requirement as they plan their training and advocacy programs
to meet the needs of CHCs. The results may be of use to policy makers and
legislators as they assess the importance of continuing to require the user
representation on the CHC boards. The information gained will contribute to the
body of knowledge needed to develop evaluation tools. The evaluation of
community health centers may become more relevant in the next few years with
the political changes and continuing attention to the health care needs of the
nation.
Conclusion
This chapter discussed the background and motivation for this exploratory
study. It included a discussion of the history of CHCs, the basis for the user
governing board majority, and the current challenges facing governing boards.
The roles and responsibilities of effective governing boards were discussed. The
problem and research question were developed and the assumptions and
significance of the study were outlined. In Chapter IT, a review of the literature
on CHCs and governing boards is presented.

CHAPTER II: REVIEW OF THE LITERATURE

Introduction
This literature review was conducted to gather and synthesize the
published and unpublished information and studies related to governing boards
of community health centers to gain knowledge of the topic and determine what
investigational and descriptive work has been done and what work needs to be
done. A review of the literature and the Internet found a great deal of
information available regarding the roles, responsibilities, and effectiveness of
governing boards of hospitals, not-for-profit organizations, and for-profit
corporations, but very little attention has been given specifically to community
health center (CHC) boards. The members of vulnerable populations served by
CHCs who are at highest risk and make up a representation on CHC boards may
differ from board members found in other not-for-profits that do not have this
requirement.. The challenges these organizations face in delivering services differ
from those of other health care providers. Although tools are available for
measuring effectiveness, and guidance is readily available both in print and on
the Internet regarding training for not-for-profit boards in general, little has been
written regarding the development, role, and effectiveness of consumer members
on governing boards of community health centers.
This study seeks to fill that gap by examining the effect that the
requirement of a 51 percent user majority has on the functioning of CHC boards.
Following an assessment of the studies that were done early in the history of
CHCs, this review will identify the challenges currently facing CHCs and
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governing boards, identify CHCs successes, examine current opinions about
consumer representation, determine the definition of an effective board based on
published studies, and gather information of current theory related to models of
governance. The primary objective of this review is to understand what factors
influence the effectiveness of a governing board in general and CHCs in
particular in order to determine the questions that need to be asked and to
establish a context for examining the responses.
Method
The published literature reviewed for this study included books on
leadership and governance, a broad range of professional journals, as well as
news media, and issue briefs from associations and government agencies. Two
recent studies that have not yet been published in peer review journals are
included in the review. These studies contain the only available recent
information relating to CHC boards. An unpublished report to the National
Association of Rural Health is also reviewed. In an effort to make this review as
broad as possible, contact was made with several key individuals in the field to
identify the current perspective on governing boards and to determine whether
or not there is a need for this study. These contacts will be discussed in the
current research section of this chapter.
A systematic review to gather, appraise, and synthesize studies of CHC
boards was not possible because little primary investigation is available on the
subject For this study an integrative review of studies available through a search
of major databases was combined with a broad review of theory and practice
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related to governing boards in general in order to identify standards by which to
measure performance. The literature was reviewed for descriptive and critical
analysis of board functions, problems of previous research, and contradictions in
governance theory. A conceptual and theoretical framework was sought In
order for this review to be relevant, it was necessary to broaden the perspective
and examine research and studies related to hospital boards and for-profit
boards.
The literature review began with searches of the major data bases
including PubMed, EBSCO, OVID and DISCUS. A search on PubMed for
federally qualified health centers yielded 60 articles that were predominantly
disease related. A search for effective governing boards yielded 194 articles
containing many types of organizations. The search results of 13 articles related
to community health centers contained several articles dating from the 1970s and
1980s. EBSCOhost, Business Source Premier yielded only one article on effective
governing boards, 184 on community health centers, 14 on federally qualified
health centers, and 94 on governing boards. A search of the OVID data base
resulted in 57 articles on community health centers, 297 citations on governing
boards, and 531 citations on organization and administration that resulted in 35
related to the functions of governing boards being selected for further study. A
further search was conducted via DISCUS using reference lists of articles
obtained in the initial search. Specific articles written in the 1970s and 1980s were
requested and obtained from the Medical University of South Carolina Library.
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Background
A study of the effect of the user governing board requirement begins with
the origins of CHCs. In the early days, community representation was
considered vital because many of the underserved communities had rarely been
considered in any planning. The roots of the community health center movement
began in the civil rights movement and the War on Poverty. The original basis
for establishing the consumer board was to ensure the community needs were
met, but the early Office of Economic Opportunity requirement of a fully
empowered consumer component on the board led to controversies (Lefkowitz,
2005). By 1975, the governing board requirement was made law, and remains
unchanged.

Consumers and Providers
A review of tile early aCCOullts of tIle cOllsunlers' role OIl tile govenuIlg
boards revealed a particular interest in the interaction between provider and
consumer board members (Stoller, 1977) . The original intent was community
involvement and program participation. The original model at the Tufts-Delta
Health Center in Mississippi included the formation of local health associations
that surveyed community needs and nominated people for the advisory board
(Geiger, 2002). This model of community oriented primary care was the model
for the CHCS. However, as Stoller (1977) determined in an 18 month study of
two boards, this requirement fostered conflicts and ineffectiveness. The early
Neighborhood Health Center boards divided into two camps, providers and
COI1SUlllers.
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Stoller (1977) identified several conditions that needed to exist for the
consumers on the board to play an effective role. Simply being declared a
legitimate member of the board on the basis of the federal requirements was not
enough to overcome the problems that developed between the consumers and
providers including an inability" to express views or make decisions. The
consumers needed to possess an identity" as a representative of a group, such as a
local health association. This identity" allowed the consumers to address the
providers as equals. Socioeconomic status presented barriers to effective board
functions. Stoller (1977) found that the board members who were low income felt
more barriers with the providers; they often deferred to them in decision
making. Stoller (1977) found the third barrier that needed to be overcome was
the consumer members' competence level. Stoller concluded that the roles and
expectations of consumer and provider need.ed to be negotiated within the
organization to enable a functioning body.

Community Endorsement
The importance of sponsorship by community boards was identified in a
study of 13 urban CHCs in the southeast United States in 1977-78 (Latting, 1983).
Consumer board members reported a parity of influence with non-consumers,
and were as likely as non-consumers to chair the board or committee. At the time
of the study, many of the consumer members were sponsored by community
groups such as Community Action, civil rights groups, churches, or political
clubs. Latting (1983) found this representation to be an important component of
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consumers' influence and recommended that it be the preferred method of
selecting board members.
An early study based on a literature review and the study author's
personal experience outlined the structural features of CHCs that perpetuate the
power struggle between consumer and provider members, both on the
governing board and members of the clinical staff (Paap, 1978). Paap (1978)
looked at relations between CHCs and other elements in the health care delivery
system, exploring how these connections impede governance, and if certain
structures and processes of CHCs prevented formal control by consumers. The
study determined that all the information that the board received came through
staff, usually the CEO or support staff, in written documents or reports at board
nleetillgs. In lllallY cases, conSUlllers needed tIle illiornlatioll explaille<..i or

interpreted. Also the dependence on external organizations for information and
funding opportunities made goal setting difficult because external deadlines
were beyond the board's control resulting in boards receiving information after
the fact and always being in a reactive mode. Further complicating board
relationships, consumer members were not part of the social and professional
world of the providers. According to Paap (1978), this lack of familiarity with the
health care profession created a reluctance to participate actively in discussions
and decision making. Consumers also lacked the community support from
associations and political groups that professionals possess. Generally, staff of
CHCs were found to not encourage consumer participation, and board meetings
limited opportunities to learn and discuss. Based on his findings, Paap (1978)
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made the recommendation for consumer board members to have a constituency
and vested interests to represent thereby increasing their perceived and real
influence.
Findings in a study conducted in 19770f six Canadian Community Service
Centers in Quebec, very similar to CHCs in the United States, identified a history
of conflict between the provider staff and consumer members (Godbout, 1981).
The Community Service Centers are required to have a user majority on the
board. The study found that the consumers were more effective if they
represented a recognized group, and had the cooperation of the administrative
staff. The providers found ways to circumvent the consumer members,
conducting business in committees and at times that were inconvenient for
consumer members to attend (Godbout, 1981).
In 1974, the physicians in a Saskatchewan Community Service Center

moved out taking all the patients' medical records in a dispute with the
community board over compensation and control (Young, 1975). In spite of a
long commitment to the project, Young (1975) concluded that the physicians left
for two reasons: objections to changes in the compensation system and loss of
professional control. Young (1975) further identified lack of board accountability,
power struggles, and failure of the board to represent the community as
elements of the conflict
Twenty years later, the conflicts between consumer members and
providers were found to continue in another Canadian study conducted in
Ontario in 1996 (Ahearn, Donohue, & Manga, 1997). This study regarding the
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decision making roles of consumer board members included interviews of CEOs
and board members of 134 hospitals and 24 CHCs with a requirement of
consumer involvement to increase public accountability in resource allocation
and provider accountability to the community. The study found that although
the consumer board members' contributions were recognized and they felt like
they were partners, the providers were perceived as having more influence. The
study identified difficulties in finding informed community representatives with
adequate skills. A greater proportion of hospital CEOs than CHC CEOs indicated
that consumer board members contribute to making the organization responsible
to community needs. Consistent with the Stoller study, this study concluded that
consumer members need adequate information, mechanisms for community
access, and endorsement from the community.. Consumer representatives in
general did not represent the community in their socio-economic status (Ahearn,
Donohue, & Manga, (1997).
Health Systems Agencies were another community oriented program
established in the 1970's to ensure consumer involvement in the allocation of
resources for health care. A study of the relationships of consumer and provider
board members was conducted in 1979 (Riddick, Cordes, Eisele,& Montgomery,
1984). The consumer board members reported communication problems, a lack
of adequate kIlowledge, alld illtinlidation by providers. All additiollal filldillg of

the study was the extensive influence that the staff of the Health Systems
Agencies possessed. The findings support the challenges faced by boards of both
US and Canadian CHCs.
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Community Health Perceptions
In the face of limited resources, the need to set priorities prompted a

survey study in 1997 of Chicago District Health Councils to determine the
correlation between the community boards and the community members'
perceptions of health problems (Conway, Hu, & Harrington, 1997). The Councils
performed planning functions similar to those of Health System Agencies. The
study also compared the boards" demographics with those of the community.
The study found that the boards' priorities reflected the health concerns of the
community residents even though the board members were older than the
average age of the community, with a higher proportion of White members, and
had higher education levels. One finding that board members in this study also
did not use public facilities or health centers for their health care seems to
contradict the researchers' conclusion supporting the concept of a mix of
community residents, providers and local government officials effectively
representing community needs.
The studies of the Canadian health centers, the Health Systems Agencies,
and District Health Councils are included in this review for several purposes.
First, the studies revealed relevant information about the challenges facing
organizations with consumer boards and they supported the lack of studies
related to the CHCs in the United States in the formative years. Most of the
studies assessed the effectiveness of representation of community views. The
studies were found to have identified the problems created by consumers and
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provider representation. Finally, the studies identify indicators of board
effectiveness that can be used in evaluation and future training interventions.

Federal Guidelines
In order to control the amount of influence providers of health services

held in the area of health planning, the Health Planning and Resource
Development Act of 1973 (P.L. 93-641), which established the State Health
Planning and Development Agencies (SHPDAs) and the local Health Systems
Agencies (HSAs), and the Certificate of Need processes, specified the make-up
the boards. The SHPDA and HSA Boards were limited to a small percentage of
members who earned more than 10% of their income from the industry they
would be regulating. This limitation was included in the CHC regulations when
they were drafted in 1976 to implement the CHC law (Sec. 330, P.L. 94-63) (D.
Hawkins, personal communication, November 28, 2006). The Department of
Health and Human Services Program Expectations (1998) require that no more
than 25 percent of the board can make more than 10 percent of their income from
health care. Centers are to be governed by patients, not providers. M. E. Samuels
(personal communication, November 27, 2006) stated that the changes reflected
an attempt to involve community leaders who would attend the meetings and
contribute expertise to the project.

J. Geiger further speculated that since the

early boards experienced a great deal of conflict and power struggles, the
requirement was grounded in the concern that community boards be more than
advisory (personal communication, November 28, 2006.)
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Current Research
In recent years, the focus of research regarding CHCs has shifted from
organizational and governance concerns to community health issues. M. Proser
(personal communication, April 4, 2006), Research and Data Analyst of the
National Association of Community Health Centers (NACHC) in response to an
inquiry about this proposed research, indicated a lack of recent studies of
governance of CHCs. Proser stated the current emphasis in research is on health
care disparities and other operational concerns. D. Hawkins, NACHC's Vice
President for Federal, State, and Public Affairs, cited a need for research about
how the CHCs consumer boards make sure that their health centers are
responding to the most pressing health care needs of the community. Hawkins
further stated that is the essence of the rationale for the community board
(personal communication, October 18, 2006).
Representatives of CHCs, the Agency for Healthcare Research and
Quality, and Health Resources and Services Administration gathered at a
meeting held by NACHC, in 2004, to discuss opportunities for research in CHCs
(Proser, 2004). Although many of the identified research priorities were clinical,
discussion of the health center model included identification of the need for
research regarding appropriate size and processes of governing boards for
today's CHCs. The group stated that qualitative research is needed to describe
how boards work, what the relationship is with the community, and how to
measure their effectiveness. The meeting concluded with a commitment from
NACRe to explore and support research in CHCs (Proser, 2004).
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Board Chair Survey
The National Rural Health Association published a survey of CHC board
chairs in 2005 (Samuels, 2005). This study was a follow-up to an earlier survey
conducted by Samuels (1998) designed to identify the characteristics of board
cllairs and to assess lleeded board cOlltinuing educatiol1. TIle ilutial study fOUlld
that board chairs have high levels of education, were 36% female, 65% White,
and were strongly committed to the mission and vision of the CHC model. In the
2005 survey, Samuels again examined the effectiveness of the board and factors
that enable board members to carry out the governance functions as originally
determined by the Bureau of Primary Health Care. Samuels (2005) mailed
surveys to all CHCs in the United States and had a 47.5% response rate.
The results of the 2005 study were consistent with the 1998 survey. The
survey gathered demographic and job related data, tenure on the board, opinions
on the importance of board functions in overseeing the provision of services to
the community and forming liaisons within the community, ratings of board
functions, perceptions of CHCs performance, rankings of CEO's facilitation
skills, and board involvement outside the CHC. A section focused on the types of
training the board needs. The identified priorities for training included: long
range planning and development, board functioning and responsibility, and
budgeting and finance. Quality of care ranked lowest suggesting that the board
chairs did not recognize a need to be involved in measuring quality. Another
explanation for this might be that the boards were not provided with information
regarding quality.
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Unpublished Research
In an unpublished masters thesis, Wright (2006) conducted a survey of

nine health centers in Georgia to explore the hypothesis that the upatient
governance provision improves board effectiveness by increasing the board's
responsiveness to community needs" (p. 29). A goal of this research was to
establish a baseline for future studies. The results of the survey indicated that
although most of the boards were in compliance on the recommended practices
of effective boards, the CHC boards needed improvement in board orientation
and self evaluation. The study further found that board members who were
patients were more concerned that the board make up be representative of the
community regarding age, sex, race, and economics than the non-consumer
members. The study also concluded that patient board members were more
responsive to community needs than non-consumer members, receiving input
from the patient community and presenting it to the board (Wright, 2006). Both
Samuel's and Wright's studies found the board chairs to be predominantly
White, older males with college degrees, clearly not reflecting the racial, ethnic,
socioeconomic, and education levels of the user population.
Community Health Centers: A Viable Model
Recent studies support the continued need for CHCs as part of the US
health care safety net but do not specifically address the role of governance. In a
literature review conducted by Proser (2005) of NACHC, 50 references were cited
including studies of CHCs' success in increasing access to providing high
quality, cost-effective care. Although the review indicates substantial research to
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support the model, it does not address the corporate structure that is behind the
successful delivery system or what constitutes an ineffective delivery system.
Another literature review that strongly supports the CHC model makes
the connection 1:>etween access to care and reduced health disparities (Politizer,
et.. at, 2001). The reviewers identified studies that addressed the demographics of
CHC users, access to care, availability of preventive care and quality of care. The
review concludes with a call to increase resources for existing centers and to
expand the model to meet the needs of the 34 million uninsured in the United
States. Again, the governance structure was not addressed.
Three recent studies evaluated the roles of CHCs in meeting community
health care needs. The Bureau of Primary Health Care sponsored a study of the
growth of CHCs from 1994 - 2001 (O'Malley, et a1, 2005). Several trends were
identified: capacity increased, creative approaches were used to meet
reimbursement changes, quality of and access to care improved, and recruitment
and retention of providers was improved through incentives. The authors
concluded that expansion of CHCs will help eliminate disparities (O'Malley, et
a!., 2005).

In the second study examining best practices, two exemplary CHCs were
the subject of a staff and board member survey and field observation to
determine the important factors contributing to their success (Craigie & Hobbs,
2004). PartiCipants identified the purpose and mission, community connections,

and pride in work as being essential to quality care. The authors concluded that
the strong organizational culture in each of these exemplary practices was
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supported by providers, management, and board (Craigie & Hobbs, 2004).
Although the study was limited to two practices, the results provide key
components useful for seeking characteristics of effective organizations including
culture, spirit, and leadership .
In a third study, the presence of CHCs in a community was determined to
contribute to continuity of care and improved access for low income, minority,
and other underserved populations (Forrest & Whelan, 2000). The study
supported the essential role of CHCs in the national health care safety net The
authors recommended the expansion of CHCs, improved access to private
practices, and less reliance on hospital clinics for underserved populations
(Forrest & Whelan, 2000).
In a study conducted for the National Associations of Community Health
Centers, Proser (2005) supported Forrest and Whelan's concerns, finding that
health centers are at risk from financial pressures and increasing numbers of
indigent patients. Proser (2005) reported that use of emergency departments by
indigent patients increased between 1999 and 2003 as the safety net of CHCs was
unable to meet increasing demands. These threats support the need for research
to identify ways to increase CHCs' governance effectiveness, an important
component of their survival.
Community Health Center Challenges
In the forty years since the movement started, the challenges facing CHCs,

the frontline of the US safety net, have increased including: rising costs,
increased numbers of uninsured, a federal policy commitment to the private
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sector, and market driven health care. Although health centers are no longer
involved in community development, new epidemics, and challenges to reduce
disparities are pressures that the CHCs continue to face as they struggle to meet
the community needs. The original core principles are intact (Geiger, 2005). Ten
years ago, the challenge of meeting Medicaid managed care demands was
identified as a threat to CHCs. The organizations struggled to maintain the
mission in the face of state and federal budget cuts and increasing numbers of
uninsured. Studies at the time recommended collaboration, political action, and
finance reform (Henderson & Markus, 1996).
In an example of this collaboration and a major effort to help CHCs
improve management systems in the rapidly changing environment of the 1990s,
the Robert Wood Johnson Foundation funded a grant project. The foundation
provided CHCs with an investment of $100,000 to be used to improve the
organizations' financial management capabilities. Results of the projects were
increased numbers of users and visits, increased revenue, improved financial
positions as a result of improved collection and financial management systems
(Finkler, Knickman, & Hanson, 1994). The authors concluded that relatively
small investments resulted in significant strengthening of services to the
community. Governing boards must be informed about opportunities and needs
for organizational improvement and collaboration.

Needs of the Population
Studies and articles regarding the economic and social challenges faCing
CHCs in the 21 st century identified the increasing and changing needs of the
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health status of the medically vulnerable population. These challenges directly
affect the demands placed on governing boards to meet community needs. In a
case study to measure self assessment of health status of the users of CHCs,
patients reported increased physical and mental health needs. The scores of CRC
patients were significantly lower than national norms, and high numbers
reported that they were unable to perform major activities. The results support
the concept that CHC's patients of poor and underserved communities are sicker
than the community-at-Iarge (Cashman, et. al., 2005). A study of Canadian
Health Centers to determine what factors influence a person's health echoes
Cashman's findings and has applications for US programs. McKague and
Verhoef (2003) found that health consists of social determinants, physical
determinants, and psychological determinants . This biopsychosocial model is
important for planning the services needed at a CRC to improve health status of
its community. This planning is an integral part of governing responsibilities.
Socioeconomic status (SES) has been, and continues to be, a major factor in
health status. Fiscella and Shin (2005) examined the impact of SES, race, ethnicity,
and insurance status on access to health care and health status. One of the
reasons cited for at-risk populations having poorer health outcomes is the fact
that physicians do not practice in low income areas. In rural areas distance to
care may be a barrier. Fiscella and Shin (2005) described this as an example of
the HInverse Care Law" (As Cited In Hart, 1971) which alleged that those people
with the greatest healthcare needs receive the least health care. The report

showed that Black and Hispanic populations have higher rates of disabling
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conditions. Fiscella and Shin (2005) summarized that other barriers to care
included mental illness, substance disorders, HN infection and homelessness.
All have correlations to SES, race, ethnicity, and insurance status (Fiscella & Shin,
2005). Geiger (2005), in assessing the needs of the communities served by CHCs,
agreed that in order to address the disparities identified by Fiscella and Shin
(2005), CHCs must be the front line safety net, an important concern for
governing boards.

Financial Challenges
The safety net is in danger from a number of financial challenges as
described by Proser (2005). CHCs' ability to serve the underserved has been
limited by changing reimbursement systems and the growing number of
uninsured patients. The CHCs can provide primary care for uninsured patients,
but are limited in the resources for diagnostic, specialty, and behavioral health
services (Gusmano, Fairbrother, & Park, 2002) necessary for referral to secure
services for those in need. CHCs face difficulties in ensuring that patients have
access to specialty care. A shortage of care exists in many underserved areas, and
some providers will not do uncompensated care (Kanof, 2005). Governing boards
must have the capacity to understand and deal with these challenges.
According to NACRe, funding from the federal government covers 25%
of CRe budget, but 40% of the patients are under or uninsured (Loos, 2005).
Massachusetts League of Community Health Centers (2005) reports CHCs are
experiencing a continually increasing gap between expenses and revenue.
Reimbursements are not keeping up with the costs, and there is a growing need
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for services for uninsured patients. Cuts in Medicaid are resulting in more
uninsured patients who must be seen in CHCs or are using the emergency room
and actually increasing costs of uncompensated care (Massachusetts Community
Health Centers: A Local Solution For The State's Healthcare Crisis, 2005). The
report reflected similar concerns to those reported nationally by Proser (2005)
and illustrated the quality of care, cost effectiveness, and community
development aspects of the model. In addition to the financial cuts from
Medicaid, CHCs need to look for collaborations, and provide culturally and
linguistically competent services for increasing numbers of immigrants (Young,
2005). All illustrate additional challenges for governing boards.

Organizational Changes
Outside forces present challenges to the CHC that require major
adjustments to the organization's systems. Rosenbaum and Shin (2006) in the
Report to the Kaiser Commission of Medicaid and the Uninsured stated that
Medicaid shifts to states have resulted in changes in eligibility and
reimbursement and an increasing number of uninsured patients. Also cited were
the challenges of an increasingly diverse population, changes in Medicaid
pharmacy regulations, rapidly changing quality and technology needs, and
growing workforce needs (Rosenbaum & Shin, 2005). At the federal level,
Health Resources and Services Administration (HRSA) is encouraging CHCs to
seek Joint Commission accreditation to increase quality standards. At the same
time, competition has increased for new access points and expanded medical
capacity grants. Funding levels have decreased, and the number of requests
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increased. If need in a community is increasing, the grant support for increased
access to service may not be available (Kanof, 2005).

Community Support
A segment of the Community Tracking Study examined the capacity and
viability of the health care safety nets in 12 urban areas in the US (Felland,
Lesser, Staiti, Katz, & Lichiello, 2003). Six CHCs were included in the study. In
the communities where there was strong community support, strong leadership,
and adequate funding, the safety net was strong. The six year community
tracking study further supported the concept that CHC boards must be capable
of providing the leadership and planning needed to meet the challenges (Felland,
Lesser, Staiti, Katz, & Lichiello, 2003).
The increasing health care needs of the communities served, changes in
reimbursement and managed care, need for availability of a broad range of
services, shortages of providers and other workforce issues present challenges
for the boards of CHCs. In a Center for Disease Control (CDC) project to reduce
racial and ethnic disparities and identify community health needs, researchers
determined to use community members in order to gain access and partiCipation
in a community health education project (Kaplan, Dillman, CaIman, & Billings,
2004). The study found that the surveyors became community advocates and a
conduit for information to and from the project The results of this study support
the concept of community members being an important part of projects that
reqUire access to the target population (Kaplan, Dillman, Caiman, & Billings,
2004. This may be seen as support for one role of the consumer on the governing
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board. If community outreach is needed to encourage use of the CHC, the use of
members of the target populations may reduce barriers and increase access.
Massachusetts was the site of the first neighborhood health center and has
since successfully used the model to meet challenges of the health care needs of
the state's population. In a study of the Massachusetts experience, Hunt (2005)
examines the state's outward approach to meeting health care needs of the
community. The governing boards work to affect change by making sure that
programs and legislation meet the needs. With roots in the community, political
activism, and coalition building, the health center boards have taken part in
grassroots policy making resulting in positive outcomes. Successes have
included application of tobacco taxes, development of a managed care program,
and a capital funding project. This study points to the need for active,
knowledgeable boards (Hunt, 2005).
An Outside View
In a study of the US primary care system from a British perspective,

Phillips (2005) found CHCs are the only organizations trying to address the
many problems that exist in the whole US health care system. The economic
forces are taking attention and resources away from primary care and putting the
CHCs at risk (Phillips, 2005). The issues raised in the study support the
continued need for the board member's involvement in policy and legislation.
Governing Board Challenges
In addition to the changing needs of the community and financial and

operational challenges that affect the CHC and the board, eRC governing boards
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are facing challenges at the governance level. Many of these challenges are not
unique to CHCs, but also extend to all governing boards. A review of the
literature found issues facing hospital boards and other not-for-profit boards that
also apply to CHC governing boards.

Hospital Boards
CHCs differ substantially from hospitals in their care to indigent
populations, attention to access}, and limits in spending, however study of their
boards may identify similar issues for inquiry. A comparison of the role of the
hospital governing board of 1950 with that of 1994, identified changes in
technology, human resource needs, and finances (Johnson)' 1995). Today's board
is faced with financial decisions that may not place the community needs first.
Previous eras of provider dominance are being replaced by payer dominance.
Decision making has shifted to a competitive, market driven environment
requiring board members with professional and influential competence rather
than voluntary trusteeship (Johnson, 1995).
A survey of 38 hospitals in Oklahoma, conducted in the early 1990s, to
determine board members' knowledge of fourteen health care issues and
perceived importance, found that although the literature covers in depth what
boards should know, little is written about what they do know. The results of the
study by Wilson and Gaypool (1994) ranged from the highest importance being
policy making to the lowest being access to healthcare for the uninsured and
managed care. In knowledge level, policy making was highest, access to
healthcare for the uninsured lowest. The conclusion of the study was that there is
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an urgent need for education of board members in basic healthcare issues in
order to meet ethical and legal responsibilities (Wilson & Oaypool, 1994).
A second study of hospital boards found that current demands call for
health care governing boards with insight, experience and leadership skills
(Hadelman & Orlikoff, 1999). Searches for board members should be as
intentional as executive searches, and hospitals must develop professional
boards by recruiting, retaining, and educating board members. According to
Hadelman and Orlikoff (1999), boards need knowledge of healthcare and
experience on governing boards, bringing to the board experience in finance,
human resources, legal issues, collaborations, and marketing.
A third study found that the composition of the hospital governing board
has an effect on the strategic decisions regarding managed care (Saleh, Vaughn,
& Rohrer, 2002). A quantitative survey of 140 hospitals in Iowa and Nebraska

determined that the mix of business leaders, community leaders, and health
professionals influenced the strategic decision to be involved in managed care
organizations.
Three critical issues for hospital boards in the 21 st century are:
(1) quality of care and patient safety - boards must monitor outcomes;
(2) availability and development of the workforce - boards must make it a
good place to work; and
(3) governance accountability and transparency- boards must understand
Sarbanes-Oxley, the recent federal requirements related to corporate governance
and financial disclosure, and state attorney general requirements (Umbdenstock,
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2006). In order to deal with these issues, strong leadership is needed in the area
of patient safety. Mohr, Abelson, and Barach (2002) explored the role of
governing boards in supporting leaders in the area of patient safety. The board
must hold the administrative and clinical leaders accountable and responsible for
learning in the organization. Because medical errors lead to negative publicity,
patient safety is a governance concern. The board is ultimately responsible and
must understand the issues concerning what is being done to assess the problem.
The board must hold the leaders accountable for the overall approach to a
culture of safety as part of the mission, including defined goals and objectives,
staffing needs, and reporting procedures (Mohr, Abelson, & Barach, 2002).
The opinions of the need for hospital boards representing the community
varied greatly. Hadelman and Orlikoff (1999) objected to the concept of
reflecting community, stating that board members must be professional and
knowledgeable in "boardsm a nshi p" . However, boards must report to the
community and be a liaison to the community (Umbdenstock, 2006). With board
size shrinking to improve efficiency and decision making process, there is still a
need to have community representation for diversity of views. In order to
increase professional expertise, the selection criteria for hospital boards must
include: values consistent with the hospital, community leadership and
representation, financial and business acumen, strategic planning and visionary
skills, and time availability (Orlikoff & Totten, 1998). Often a board member who
is a member of a minority is perceived by the rest of the board to be able to speak
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for, and represent, that entire group (Widmer & Houchin, 2000). This in fact may
not be true.
Pointer and Orlikoff (1999) stated that the time of majority community
representation on health care boards has passed. Community issues can be
addressed by board members who are not of the community (Pointer & Orlikoff,
1999). In a more recent book, Pointer and Orlikoff (2002) took a stronger position
stating that representational boards are impossible to achieve, and board
members must represent all stakeholders, not just a specific group. The authors
also strongly represented the position that physicians must have a significant
membership on the board, making sure that they too represent the interests of all
stakeholders, not just the medical community (Pointer & Orlikoff, 2002).
McDonagh (2005) maintained that a high level of structure and
functioning of the board is essential, since board members must be able to learn a
complex field. McDonagh further stated that the CEO's relationship with the
board must be clearly defined as it is critical for a healthy balance of power.
Hospitals today need a healthy empowered board using independent oversight
and an action plan to improve governance procedures. Current small sized
boards with 8-15 members need outside non-healthcare directors with a diversity
of skills and open communication facilitated by the board chair. In order to
create a climate of trust, open dissent, accountability, and self-evaluation,
McDonagh (2005) made several recommendations including: few committees,
the agenda structured to encourage discussion, streamlined reports and board
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education. The corporate model of higher performing hospitals is moving to this
structure and practice. (McDonagh, 2005).

Not-far-Profit Boards in General
The CEOs' perspective on governance was presented in a report of a
gathering of 60 leaders of associations and other professional groups in Chicago
in 2004. CEOs identified a new level of scrutiny and assessment on not-for-profit
organizations. The leaders agreed that association boards, to meet the current
challenges, should not be made up solely of industry leaders, and they must be
accountable to shareholders, that is, members. A list of 37 success factors
generated by the gathering of CEOs included the need for boards to: partner
with professional staff, have clear terms of board offices and a succession plan,
focus on outcomes, meet community needs, develop a strategic plan, be mission
driven, well informed, with a clear purpose, and forward looking (Thorsby,
2004).
A report on effectively addressing the challenges of consumers on boards
in organizations with this user requirement emphasized the need to recognize
the challenges these board members face (Weaver, 2002). Although the lack of
transportation and the concern for acceptance by the chair and other members
might be greater for the user board members than for board members in general,
the other needs Weaver (2002) identified would apply to all board members.
These included: clear expectations, board training, materials in advance of the
meetings, effective meetings, and follow up. The issue of compensating the user
members for their time was addressed. It was noted that some board members
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are paid by their employers to serve on not-for-profit boards while consumer
members might incur costs to attend meetings, thereby creating barriers to active
participation (Weaver, 2002).

Community Health Center Boards
CHC boards are faced with unique challenges in today's complex health
care environment Relationships with healthcare providers outside the CHC are
essential for survival. Zuvekas (2005) discussed the myriad of relationships that
CHCs are involved with and the challenges they present for governing boards.
Board members must understand the reasons for these linkages including:
systems may be more financially secure than single organizations, insurers such
as Medicaid are encouraging systems, hospitals are looking for linkages to get
better payments, and the community is looking for a continuum of care. CHCs
can benefit from linkages because hospitals have more capital and may be more
successful at recruitment and retention of providers. Hospitals benefit from the
linkages by meeting community needs, reducing the burden on ERs, and
networking for specialty and inpatient services. Even with all these benefits,
problems of access to specialty care remain (Zuvekas, 2005). These relationships
may influence the governing board's planning and decision making
responsibilities. How well these are done may become part of measuring
effectiveness.
Larson (2003) explored ways that CHCs and hospitals successfully work
together to meet the needs of the underserved. Larson (2003) applied the lessons
learned in two case studies in making observations about the role of CHCs. In a
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case study of the Baltimore Medical System with eight sites, five school health
programs, working with Johns Hopkins Bayview and other hospitals, the CHC
has developed strong linkages. A second collaborative in Baltimore, the Family
Health Centers of Baltimore working with Mercy Hospital, has resulted in a
healthy collaborative with a strong consumer board. The complexity of these
systems, supports the need for capable, well-trained board members (Larson,
2003). The Family Health Centers of Baltimore holds board retreats to train
members in fiduciary, oversight, and strategic planning responsibilities.
In another example of the need for the board to establish strong

community relations, a recent study indicated that the use of emergency room
services declined following the opening of the CHC in a mid-western community
(Smith-Campbell, 2005). Uncompensated care in the ER was significantly
reduced making a strong case for the hospital to support the CHC. This study
supports the need for collaborations. The board must be involved in the
negotiations and understand the details of the collaboration (Smith-Campbell,
2005).
A particular challenge for board members is the critical need to ensure
good relations with the clinical staff and to retain the medical director. The
medical director provides the link between the governing body and the clinical
departments (Cochran & Peltier, 2003). The medical director's interaction with
the center administrator and the governing board, involvement with reporting to
the board, working relationship with the board, and responsiveness of the board
to clinical and medical matters are all essential to effective operation of a CHC.
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Cochran & Peltier (2003) found that the medical director needs to be involved in
management with good working relationships with administration but also must
be regarded as a leader and able to practice medicine. The ability to continue to

see patients and perform administrative duties was found to be critical for
retention. Governing boards must understand the need for this balance (Cochran

& Peltier, 2003).
A study of four health centers' responses to budget cuts revealed the high
level of understanding that is needed by the governing board, not only in finance
but also external funders' demands and the nuances of organizational controL
This study explored the relationships that existed in each of the centers and
examined the complex organizational structure with management, provider staff,
and board. Factors that influenced the organization's response to the cuts
included: the administrator's values and skills, the dominant coalition's values
and skills, internal relationships, and external dimensions . Control within the
organization may not be aligned with the formal hierarchy. Governing board
members need to understand the elements of structure and power (Bigelow &
Stone, 1995).
The Massachusetts League of Community Health Centers established a
partnership involving a tax exempt financing vehicle to provide capital for
CHCs. This is another example of the need for boards to have a high level of
understanding of complex financing systems (pallarito, 1997). Today pressures
are on all boards for increased accountability, transparency and sophisticated
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management skills while meeting the original expectations of community
representation and oversight and avoiding conflicts of interest
Definition of an Effective Board
Two concepts of board roles have been identified: the supporter role to
raise money, bring clout and special skills, and represent the organization to the
community; and the governance role to protect the public interest, select and
evaluate the CEO, review and authorize plans and commitments, ensure
compliance with legal and contract requirements, and evaluate the
organization's work (Masaoka & Allison, 2005). These two roles may create
potential conflict. Elements of each concept comply with the Health Center
Program Expectations (1998).

Roles and Responsibilities
Chait (2003) outlined six steps for more effective boards. They must:
•

first focus the agenda on strategy,

•

be a role model for organizations regarding performance reviews

and accountability,
•

meet with the CEO for good ideas,

•

establish a governance committee to monitor performance,

•

highlight governance problems, and

•

finally evaluate the board (Chait, 2003).

These six steps evolved from a five year study of the Trustee Demonstration
Project of more than 20 colleges, schools, and non-profit organizations. The
investigators identified six dimensions that have been found to make measurable
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differences in organizational performance. The study found that boards with
these competencies had better leadership, performed more successfully
financially, and organizationally performed better. The six dimensions board
members must possess were:
•

Contextual- must understand the organization and mission and big
picture

•

Educational- must be trained and willing to learn

•

Interpersonal- must work together

•

Analytical- must be able to stand back and look at situations

'.
•

Political- must develop healthy relationships while maintaining integrity
Strategic - must steer the organization to the future (Chait, Holland, &
Taylor, 1996 Sept/Oct).

In order to meet the goals of these dimensions, Schlegel (1997) called for
clarity of roles, responsibility, and authority. In establishing policy, the board
deals with uwhat", and the staff determines uhow". It is important for the board
to establish a partnership with the chief executive, communicating guidelines
and prOviding leadership. An essential role is insuring financial integrity for the
long term as linked to strategy and program. Board members must participate
responsibly as individuals and team members, and they must make a
commitment of time. Finally, the board must evaluate at all levels, measuring the
performance of policy, financial systems, the staff, the board, and the entire
organization (Schlegel, 1997).
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A demonstration project by Holland and Jackson (1998) identified
developmental interventions that were successful in improving board member's
performance as measured by a self assessment tool based on the six dimensions
mentioned above. The interventions included training at board retreats to
increase knowledge, improve systems, and build teams.
Relationship with Staff

A survey of 300 directors of 200 large corporations found that effective
boards must be more than compliant (Nadler, 2004). A good working
relationship must be developed between the board and managers, to enable
them to function as a team and to focus on a clear goal. In working with the staff,
the board must do annual self assessments and exhaustive follow up to make
sure they are getting the right information at the right time in the right formal
Boards need to select the level of involvement most suitable to their organization
from passive to operating. They will then use this level as a basis for determining
expectations and for evaluation (Nadler, 2004).
Problems in board relationships with staff need to be recognized. Unless
they are users of the service, board members get information from staff. Masaoka
and Allison (2005) stated that in many cases, boards are unfamiliar with
nonprofit management, lack time, and frequently staffs do not want an effective
governing board if it interferes with their control and autonomy. Often boards do
not understand the difference between governance and micro managing.
Frequently boards do step in and govern in a crisis, but most of the time they
want to avoid conflict (Masaoka & Allison, 2005). An effective manager spends a
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significant amount of time on board development (Sand, 2005). Training and
orientation are essential to clarify roles to avoid power struggles and ensure that
the board governs and the staff manages (Lakey, Lakey, Napier, & Robinson,
1995). In rapidly changing organizations, working with the staff needs to be a
team effort (Kolzow, 1995). The board is the steering wheel of the organization,
making contacts, promoting the image, providing representation and
advisement, and serving as a bridge to the community. In order to build a
working relationship with the CEO, all board members must be clear about the
CEO's job description and role (Kolzow, 1995).

Achieving Effectiveness
To develop an effective board, an organization must have a board member
credentialing process to identify potential members with leadership skills, ability
to see the big picture, willingness to participate, and time availability (Pointer &
Orlikoff, 2002). Once the members are identified, the board needs a structured
orientation including team building to develop a culture of team work and
engagement. A clear mission and vision, a strategic plan including priorities,
goals, and a monitoring system that will protect the financial health of the
organization must be developed. For effective meetings the board must organize
the agenda around information sharing, issues for discussion, action items, while
encouraging open discussion. The board must conduct a self evaluation of the
board and organization (Kolzow, 1995). This assessment of the composition of
the board should identify strengths and weaknesses and ensure accountability
(Nadler, 2004). To strengthen this aspect of governance the board should seek

51
information from independent sources including auditors and evaluators,
separate governance and support items on the agenda, and encourage open
discussion and questions (Masaoka & Allison, 2005).
In summary, S. Goodspeed, DHA, a training consultant to hospital
governing boards (personal communication, August 4, 2006) identified seven
essential behaviors of boards:
•

Understand the current reality

•

Set a clear vision

•

Develop a compelling strategy

.•

Set measures and determine targets

•

Set milestones and determine accountability

•

Hold board and management accountable

•

Hold strategic board meetings and bring those I.Iparking Lot" discussions
into the board room

If these behaviors are to be used as standards for measuring CHC board

performance, it will be necessary to develop operational measures. In an
extensive study of evaluation tools and measures, Granner and Sharpe (2004)
identified constructs for evaluating five categories of coalition development A
governing board of a CHC is a coalition and the categories incorporate
Goodspeed's essential behaviors. Granner and Sharpe found that evaluation
tools measured the five major categories including: member characteristics and
representation, organizational or group characteristics, organizational or group
processes and climate, general coalition function, and impacts and outcomes.
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These may provide a framework for an evaluation tool for CRC governing
boards.

Resources
The recent corporate and not-for-profit scandals involving board members
have resulted in a critical need for qualified individuals on boards. Many
resources are available to boards in books, on the Internet, from professional
organizations, and professionally trained consultants. Momot (2004) reports on a
meeting held by the Business Law Section of the Monroe County Bar Association
and the New York State Society of CPAs to inform their members, who serve on
boards, of their legal and fiduciary responsibilities. The participants were urged
to ask questions and become familiar with corporate documents and contracts
(Momot, 2004). In another effort to increase boards' expertise, the New York
State Society of CPAs has developed a program linking CPAs to boards needing
qualified members. The project includes providing connections for actual board
members and training programs for board members in financial responsibilities
(Solnik, 2005).
Extensive resources for board training and education of board members,
and establishment of governance procedures are available on the Internet A
justification for board self assessment and tools for conducting the assessment
are presented by the National Council for Voluntary Organizations (National
Council for Voluntary Organizations, 2006). CompassPoint Nonprofit Services,
an on-line resource for board development, in an article on planning for the
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board's work, made recommendations for the board chair's priority setting
including: evaluation of the CEO, developing of the board's annual agenda,
getting to know the board members, and evaluating board effectiveness
(Masaoka, 2005). The site provides a number of useful tools for improving a
board's performance.
In a typical example of gUidance available to governing boards, Tunney

(2002) stated that boards must have knowledge and deliberation in carrying out
board responsibilities. The informing and formal training of the board must be
part of the strategic plan for today's governing board. In addition to outlining the
training needs for board members, this article cites six web sites that provide online information on the roles and responsibilities for governing boards (Tunney,
2001).
Health Center Program Expectations of the Department of Health and
Human Services (1998) require that boards develop policies for carrying out their
responsibilities and technical requirements for governing the operations of the
CRe. These responsibilities include:

• Is comprised of a majority (at least 51 %) of individuals ("consumers")
who are being served by the health center and who, as a group, represent
the individuals being served by the health center;
• Meets at least once a month;
• Selects the services to be provided by the health center;
• Schedules the hours during which such services will be provided;
• Approves the health center's annual budget;
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• Approves the selection of a director (Program Director or CEO) for the
health center;
• Establishes general policies for the health center, except in the case of a
governing board of a public center (a public entity may be allowed to
retain the responsibility for establishing general policies i.e. fiscal and
personnel policies, for the health center); and
• Approves applications for subsequent grants for the health center.
NACHC Information Bulletins provide useful guidance developing policy. The
guidance clarifies the difference between policy and management decisions, and
outlines procedures for incorporating the required strategy and mission,
implementation, financial implications, and evaluation methods (National
Association of Community Health Centers, 2004).
Learning and training in not-for-profits is essential for the stability of the
organization. The highest performing companies spend more on training than
those that perform less well. In a survey of not-for-profits by CompassPoint,
Masaoka & Goldstein (2002) determined that training gave the opportunity to
reflect on critical issues and put problems into perspective. Training sessions are
a forum for gathering ideas, as well as, an opportunity for networking and
attitude change. Training is valuable for recruitment and retention and team
building (Masaoka & Goldstein, 2002).
Discussion
The early studies of CHC boards identified concerns related to
socioeconomic status, influence, and expertise as related to consumer board
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members. The interaction of consumers and providers was an early problem that
may still exist in the current structure. The current research by Samuels (2005)
and Wright (2006) indicated that although the boards surveyed were in
compliance on member status and had qualified leadership, training in general
and specifically related to quality, and self-assessment were needed. These two
studies were not aimed at determining how the governing board becomes
effective.
A review of the literature review identified a number of key issues that
this study will address. The review identified a need for evaluation of governing
boards regarding contextual, educational, interpersonal, analytical, political, and
strategic performance. More specific to this study is the question of what impact
the user board requirement has on the CHCs performance in these categories.
Although grounded theory does not establish the categories in advance, the
information gleaned from the literature review will be used to reflect on the
information gathered in the interviews.
Questions have been raised by the review regarding the adequacy of the
Federal Program Expectations in providing guidelines for governing board
performance. This study may provide insight into what the guidelines should
include.
The results of this review of the research studies, as well as discussion
with leaders in the CHC field, were applied to the development of the research
questions and the design of the study. The methods which will be employed for
the study will be discussed in Chapter III. The research questions are:
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•

What do CEOs and Board Chairs perceive to be the resources,
challenges and problems that the user board requirement places on
theCHC?

•

What do CEOs and Board Chairs consider to be the characteristics
of an effectively functioning board?

•

What methods do these two types of stakeholders believe can be
used to develop an effective board?

•

How does their board evaluate its effectiveness currently?

The changes and challenges facing all governing boards require a high
level of knowledge, training, and skills to be an effective board member. The
question remains as to whether or not board members who represent the
community possess the level of skill needed to govern a CHC in today' health
care environment. Is it possible for an organization to develop an effectively
functioning board and still meet the intent of the user member requirement? If so
how is this accomplished? This study will attempt to clarify these concerns.
Conclusion
Chapter II reported on the results of an extensive literature review
examining the origins of the concept of consumers on the governing boards of
CHCs and the challenges presented by this requirement Significant support was
found for the continued need for CHCs as a vital part of the nation's health care
safety net, thus requiring effective governance to ensure survival. An
examination of the threats facing CHCs in the 21 st century, as well as the
challenges facing all governing boards of not-for-profit organizations, reinforced
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the need for competent well trained board members. The literature review
further identified the functions, roles, and responsibilities of effective boards and
the many resources available for developing the required skills and structure.
The perceptions of CEOs and Board Chairs as to how effective CHC boards are
in accomplishing this task will be the focus of this study. The next chapter
proposes a method for answering the research questions.

CHAPTER III: METHODOLOGY

Introduction
This chapter includes a description and rationale for the exploratory,
qualitative research design, a description of the method used for selecting
participants, and a discussion of the data collection and data analysis techniques
used. The discussion will include the limitations of the study and an explanation
of the process of gaining approval from the Institutional Review Board at the
Medical University of South Carolina to ensure the protection of human subjects.
Research Design
This qualitative descriptive study uses grounded theory methodology and
purposive sampling of key informants in the tradition of Strauss and Corbin
(1990) to determine perceptions of the impact that the 51 percent user majority

has on the effectiveness of community health center (CHC) boards from key
stakeholders. As the research proceeded the focus was changed slightly, in
keeping with the grounded theory tradition (Strauss & Corbin, 1990). At the
beginning of this study the focus was on evaluating the CEO and Board chair's
perception of the effectiveness of their board and the impact if any of the user
majority requirement As the interviews continued, the focus expanded to
include the training process that prepares and maintains the skills of board
members. Grounded theory was appropriate because this study sought to begin
the process of evaluating the concept of user board members and board
effectiveness after a review of the literature identified how little this requirement
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had been investigated. This process is inductive, useful, and concrete (Patton,
1987), and provided a sound basis for the research.
The design for data collection, interviewing key informants using in-depth
qualitative interviewing techniques (Rubin & Rubin, 2005), was appropriate to
obtain answers to the research questions, from the perspectives and perceptions
of these two stakeholders with the limits that implies. Key informants included
both CEOs and Board Chairs of CHCs in South Carolina because both have the
most knowledge about existing challenges within their organizations. The key
informants have first hand experience with CHCs and have faced the challenges
of complying with the federal Program Expectations. They have a unique
perspective on the challenges and benefits of this user majority board
requirement. Attention was paid to establishing a relationship with each
informant by providing background information on the interviewer and
describing the purpose of the study. The previous experience of the interviewer
set the tone of the interview (Chew-Graham, May, & Perry, 2002). Some of the
interviewees may have provided information more freely because of the peer
relationship. On the other hand, since the information gained from their
responses may be used to help identify resources for CHCs in the future, they
may have had concern about being judged and tailored their responses to
portray a positive image. The investigator attempted to maintain an awareness
of the influence of previous experience, personal opinions, and prejudices may
have had on interpreting results. The process of bracketing (Ahem, 1999) was
used to validate the data and processes.
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Selection of Participants
A list of South Carolina CHCs was obtained from the South Carolina
Primary Health Care Association (SCPHCA). The Executive Director of the
association recommended nine centers to contact based on geographic location
and her knowledge of the centers' management and history. The decision was
made to contact all nine. A final selection of five health centers was based on
availability and response to the initial contact Potential informants were initially
contacted by mail to identify interested parties (see Appendix A). An e-mail was
sent following the letter to determine interest in the project One CEO declined
based on time constraints, one was unavailable due to vacation. Two CEOs did
not respond and were unavailable by telephone. The remaining five all expressed
interest in participating and a willingness to seek their Board Chair's
participation. Follow-up personal contact was made by telephone to those five
CEOs to further explain the project and solicit participation. All five CEOs were
acquainted with the interviewer through previous professional contacts.
The selection of CHCs represented the various geographic areas of the
state. The length of time that each had been in operation varied from very early
in the CHC movement to one of the more recent, as well as urban and rural sites.
The size of the organizations, number of sites, and range of services varied.
Although this was a convenience sampling, the results were representative of a
variety of CHCs in South Carolina.
Once potential key informants were identified, appointments were
scheduled by telephone or e-mail to arrange time for the telephone interviews.
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CEOs and Board Chairs were interviewed separately. Interviews were
scheduled for a one hour block of time but most took from 30 to 45 minutes. The
interviews were conducted by telephone, recorded, and transcribed by the
interviewer. Nearly 6 hours of interviews resulted in 57 pages of transcribed
data.
Thank you letters (Appendix D) were sent to each participant and
included a reminder of the purpose and future use of the information.
Based on the information gathered regarding the training conducted by
the South Carolina Primary Health Care Association (SCPHCA) an additional
interview was conducted with the Executive Director to confirm the content and
focus of the training.
Data Collection
Research questions need to explain specifically what the study will
attempt to learn (Maxwell, 1996). These questions are different from the actual
interview questions. As mentioned in Chapters I and IT, this study attempted to
answer the following research questions:
•

What do CEOs and Board Chairs perceive to be the resources,
challenges and problems that the user board requirement places on
theCHC?

•

What do CEOs and Board Chairs consider to be the characteristics
of an effectively functioning board?

•

What methods do these two types of stakeholders believe can be
used to develop an effective board?
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•

How does their board evaluate its effectiveness currently?

A series of open-ended, semi-structured interview questions was
formulated (see Appendix B). The questions were formulated based on the
review of literature and in consideration of what questions the key informants
would be willing and able to answer. The questions were sorted to create a
logical progression from the regulation, through the challenges, to a final
discussion of effective techniques for improving and evaluating board
performance. In some cases the order of the questions shifted as the interviews
progressed.
Interviewees were encouraged to talk freely and the interviewer remained
open to the possibility that new ideas may emerge (Pope & Mays, 2000). The
questions were broad with a second level of probes to be offered depending on
the initial answer. Probes may ask for more detail, elaboration, or clarity (Patton,
1987). Scenarios were prepared to assist in eliciting responses. The questions
were designed to give the interviewees a framework for expressing their
understandings in their own way (Patton, 1987). The questions were generally
asked in the order of the questionnaire, but some flexibility was permitted to
keep the conversation fluid. On occasion, the informant was asked to expand
upon or clarify an answer. The interview process was iterative and questions
were added or revised based on responses. All interviews were recorded
electronically using a digital recorder.
The interviewees in most cases were very eloquent and the initial question
in many cases resulted in the spontaneous response to many of the subsequent
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questions. The interviews flowed freely and most of the interviewees offered
examples and details without prompting.
Field notes were made at the end of each interview to capture initial
impressions. Categories covered experiences, behaviors, opinions, beliefs,
feelings, knowledge, and background of the interviewee (Patton, 1987).
Trials of the questions to determine clarity and completeness were
conducted with a CEO and Board Chair located outside of South Carolina. These
responses were used exclusively for testing the questions and responses . They
were not included in the study. Questions were modified to include two topics
not initially included: strategic planning and the provider/board relations. The
test responses although not included did raise a question regarding training that
was further explored in the South Carolina interviews.
Prior to each interview, permission was requested to record the interview
electronically. At the beginning of the interview and again at the end, the
informants were assured of the complete confidentiality on the part of the
interviewer of all information shared. No answers, statements, or comments will
be able to be identified by the informant's name, organization, or any connection

of the response to any participant Possible future uses of the information were
discussed with the informants in the appointment scheduling telephone call,
including secondary analysis by the university, publication, or sharing with the
national and state associations.
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The interview with the Executive Director of SCPHCA was conducted
more informally based on questions derived from the participants' responses.
Notes were made during the telephone call and were immediately transcribed.
Data Analysis
All interviews were transcribed verbatim by the researcher very shortly
following the interview. A follow up e-mail was sent to the CEOs to ask for
further information on several points. While not strictly member-checking, a
process which allows informants to provide feedback, confirm the summary
accuracy and perhaps provide additional opinions (Russell & Gregory, 2003), the
responses confirmed and expanded on the findings of the initial interviews. The
interview results were reviewed by an individual with CHC experience and an
understanding of governing board roles and responsibilities to provide an
additional reflexive point of view. This peer debriefing offered an additional
perspective on the information.
Analysis using field notes of each interview was started immediately
following the interview to allow further focusing of subsequent interviews. As
interview information was obtained, the researcher sought to identify common
themes, areas of agreement and disagreement, and areas needing further
exploration. The responses were examined for cultural information looking for
central themes and general themes that are in the statements but that the
interviewees might not be aware of (Ratner, 2001). The analysis of data was an
iterative process where the researcher continually compared the information
currently received with the information obtained earlier seeking to develop
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understanding and logical interpretations. Because of the researcher's familiarity
with CHCs, care was taken during the analysis to remain conscious of biases. At
the same time, Chew-Graham, May, & Perry (2002) indicated that there is an
element of assessment based on previous experiences that will influence the
process. This will be noted in the discussion of the results.
Memos were written throughout the data review process. Transcribed
responses were sorted for patterns, categories, and themes as they were collected
(Pope & Mays, 2000). Using a grounded process of open coding as categories,
patterns and themes emerge from the data (Patton, 1987), the themes were
identified and indexed to identify the key concepts and relationships to try to
develop coherence. Because the amount of physical data was manageable, a
number system was not used. The material was examined both in detail using
Framework, the five step systematic data analysis procedure coding process
based on key words and phrases (Swallow, Newton, & Van Lottum, 2003) and as
a whole looking for connections. The five steps are: familiarization, identifying a
thematic framework, indexing, charting, and mapping and interpretation. The
responses were sorted by events, actions, processes, products or outcomes,
structures, and rationales using table in Microsoft Word. Data was color coded to
distinguish responses from Board Chairs and CEOs. Analysis of the data was
done using questioning, term analYSis, and comparisons as described by Strauss
and Corbin (1990). Care was taken to keep the reporting of the findings in
context (Patton, 1987). At this time, field notes and other memos were included
in the data analysis.
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The information obtained from the interview with the Executive Director
of SCPHCA was used to verify and for triangulation of the findings.
The interviewer's previous experience with CHCs and user boards may
have influenced the analysis of the interviews. Categories were not be identified
prior to analyzing the interviews. However, at the same time, theoretical
sensitivity resulting from the literature review, the development of the interview
questions, and the interviewer's experience is an important element in the
grounded theory process (Strauss & Corbin, 1990). Reflexivity refers to the
influence the researcher's experience and opinions have on the data collected
(Pope & Mays, 2000). As noted previously, the interviewer has many years
experience in the field and is an acquaintance of some of the interviewees. ChewGraham, May and Perry (2002) proposed that the perceptions by the participants
of the interviewer's role and profession may have an effect on responses.
Participants may be resistant in some situations and withhold information or
give edited responses (Chew-Graham, May,& Perry, 2002). Notes were
maintained regarding reactions to events and any such biases will be noted in the
final analysis and discussed in Chapter V.
Study Limitations/Delimitations
Information regarding the effective operation of CHC boards may be
enhanced by the knowledge gained from this study. However, several
limitations exist regarding this study. First, the study was delimited to the CEO
and Board Chair in each organization. Other members of the board or members
of the staff such as the medical director may have different opinions on the
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issues. Future studies may be helpful to incorporate this information into the
body of knowledge. Second, the key informants will be limited to only those
individuals who were asked to participate in the study. The process of sample
selection resulted in the five CEOs who were willing to participate, all
experienced and very open to the interview. Those who were not asked or
unavailable to participate may have different views on the subject The many
years of experience of both the CEOs and Board Chairs may have influenced
their perceptions. Less experienced board members or CEOs may have different
opinions or observations. As another potential limitation, the interviews were
conducted by telephone not capturing non verbal reactions. The study size was
small and some of the interviewees may be concerned about anonymity and
possible image concerns. All of the interviewees indicated that their
organizations received training from SCPHCA, a factor that may have limited
responses to the questions on training. The information about the training was an
important finding.
Protection of Human Subjects
The application for an Exempt Research/Quality Assessment Review was
submitted to the Medical University of South Carolina (MUSC) Institutional
Review Board (IRB) on January 23, 2007. Approval for exempt status was
received on February 6, 2007. (Appendix q.
Conclusion
This chapter provided a description of the methodology selected to
conduct this qualitative study on CHCs. The method for choosing key
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informants was explained. The research questions were designed to identify the
challenges presented by the user majority requirement and effective techniques
employed for improving board performance. The interview questions as
presented in Appendix B were discussed. The chapter continued with a
description of the research design, instrumentation, selection of participants, data
collection and analysis procedures, and study limitations. The chapter concluded
with a description of the MUse IRB approval for the protection of human
subjects. Chapter N presents the results and findings of the study.

CHAPTER IV: RESULTS

Introduction
The results of the interviews conducted with Board Chairs and CEOs of
five community health centers in urban and rural areas of South Carolina include
responses to questions about the histories of the centers and the participants'
involvement. The four research questions regarding the board member user
requirement serve as a structure for reporting the results. In this chapter the
results will be presented from the perspectives of either the Board Chairs or the
CEOs as appropriate.
History of Participant Community Health Centers
The Community Health Centers (CHCs) represented by the participants in
this study reflect the history of the CHC movement in general and the current
mission of health centers in the nation's health care system. Of the five health
centers, one began in the early 1970s when health centers were still under the
aegis of the Office of Economic Opportunity. Two were established in the late
1970s mainly to meet the needs of the rural counties of South Carolina. A fourth
center established in 1991 is in an urban area. The most recently established
center, opened in 1999 to relieve the burden of indigent and outpatient demands
on the emergency department of a local hospital. As was stated earlier, CHCs
play an important role in providing primary care services to patients who might
otherwise be seen in the emergency department at much higher cost to the
community.
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All participants identified unmet community needs as the reason the
health centers were established. One CEO stated, "We tried to establish a mental
health component for the patients who were being discharged from the state
hospital and then looking at the number of patients that we also had that needed
social services assistance from the Department of Social Services."
A Board Chair of another CHC stated the center was established
"basically for people in underserved medical areas, and part of our county in SC
is considered underserved medically. It does receive federal support and its fees
from its patient population are on a sliding scale that is dependent upon the
person's ability to pay."
Lack of transportation and available health care services were cited by
several participants as reasons that the CRC was Originally established. As one
Board Chair stated, "Because wherever people have a problem accessing health
care, we need to let our antenna or tentacles reach the communities. Sometimes
it's a real challenge because the more people you try to reach, the more you have
a need for resources."
The history of change in the services and sites includes both growth and
setbacks. As one CEO stated about the Reagan administration, "There was a
severe dismantling of a lot of CHC programs. In January of 1981 we started to
reduce our services. We went from a staff of 144 to a staff of 80. Our sites went
from 7 sites to 4. We lost about 4 physicians at the time because the emphasis at
that time in the Reagan administration was not pushing to support CHCs." As a
Board Chair remembered, "There were more things we could provide at some
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times. We used to have environmental health that did repairs to houses, put in
septic tanks, and had potable water for patients."
More recently all of the representatives reported expansion of both
services and sites into neighboring counties and multiple communities within
their counties. The CEOs were particularly quick to quote large increases in staff
and provider numbers, as well as new services. Three of the sites reported
budgets of over $10 million with 100 to 200 employees. These are very big
businesses within their communities. The most frequently mentioned new
service was pharmacy, although pediatric, obstetrical, and HN services were
also mentioned. As will be discussed in more detail in the challenge section,
changing populations in most of the CRC service areas have created demands
for disease management and interpretation services.
Participants
All of the participants in this study reported many years of experience
with CHCs (Table 1). The tenure of the Board Chairs ranged from six years to
over 30 years. One of the longest serving is in his third term as chair of the board
and has cycled off and been reappointed to the board several times. Similarly, all
of the CEOs reported long histories with their CHCs. With years of experience
ranging from the shortest at seven years to the longest at 27 years, all have been
with their centers through many years of growth and change. Demographically,
of the 10 participants, eight were male with the two females both CEOs. Half
were African American and half White. Although age was not asked, based on
experience most of the male participants were likely to be over 50.
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Table 1

CHC and Key Informant Characteristics

Community Health Center
Years in operation
Urban or Rural
Special Populations
Number of Employees
Board Chair
Years with CHC

3
37
16
Rural
Rural
Urban
Migrant Homeless Homeless
HN
HN
197
65

1

2
8

4

5

28
30
Rural Urban
None Homeless
Migrant
120

30+

6

7

25

7

27

4

15

17

12

CEO

Years as CEO

All of the centers represented meet the definition of CHCs as described by
Geiger (2005) including the requirement that the board be made up of at least
51 % users of the CHC. All of the CEOs and Board Chairs were aware of the
requirement and were able to state with confidence the percent of users on the
board. In all cases, the percentage of users on the board was approximately 60%.
Results/Findings
The original intent of this project was to answer the four research
questions regarding the CEOs and Board Chairs' perceptions of the user majority
requirement's impact of CHCs. As was stated in the methods section of this
paper, the iterative nature of the grounded theory interview process resulted in a
broad range of responses to the questions (Appendix B).
In this chapter, the results and findings of these interviews will be
explored in detail in order of the research questions. The first section will
examine the responses to questions regarding the federal requirement and how
the participants meet the requirement. The perceptions of the CEOs and Board
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Chairs of the impact this has on the board will be reviewed. Next, the challenges
facing CHCs as perceived by the Board Chairs and CEOs will be reviewed.
Included in this section will be the participant's responses to questions regarding
ethical issues. Following this, an examination will be made of the participants'
views on the roles and responsibilities of board members, as well as their
definition of effectiveness. Finally the response to questions regarding training
and evaluation will be examined.
Although this chapter will focus on reporting results of the interviews,
themes will be noted, especially differences in findings between Board Chairs
and CEOs on a particular topic. Detailed examination and discussion will be
done in the final chapter.
Meeting the Requirement
What do CEOs and Board Chairs perceive to be the resources, challenges and
problems that the user board requirement places on the CHe?
The participants were asked questions about the processes that their
organization uses to recruit board members to meet the user requirement, the
qualities that they look for in board members and the qualities the current
members possess. A summary of these findings is contained in Table 2 and the
results are discussed in detail below.

Recruitment
The processes used by all of the CHCs for recruiting user board members
were very similar. Providers and staff of the CHCs appear to be a primary

74
resource with the communities as a secondary resource in the recruitment
process. As one CEO described the process:
I usually try to talk to my providers and staff and see if they know of anyone that

they are currently treating that would meet whatever my needs were at the time,
whether its male or Hispanic or somebody with finance or whatever kind of back
ground I needed. That's what I ask for. If not then I look into the community and
see if I can find some that I can recruit from.
Another CEO explained the reason for this approach:
I usually start with my providers and my senior management team and I let them

know that that position is open. I usually solicit a lot offeedback from them
because they know who keeps their appointments and who pays their bills, which
patients are responsible and which ones aren't. I think a lot of times you know if
1l1e llal1e olle positioll opeu ]'llat least get six or eigllt cal1didates.
A Board Chair indicated the same process for identifying candidates.
"They are recommended from the people in the center that actually work with
them or serve them.

II

Approaching the search process through the community or the board
itself is used ill SODle orgaluzatiolls. As Olle Board Cllair described it, A lot of it
U

is by word of mouth of other board members possibly staff members at the
center, and community organizations, for example people who might belong to a
church. "
Another Board Chair reported approaching the users of the center directly
to determine interest and eligibility for serving on the board. A third Board Chair
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said, uWe actively ask our current board members if they know somebody or
could recommend somebody to be on the board." Once the recommendation is
made most of the Board Chairs described a screening process that included a
nominating committee recommendation and board approval.
Only one CEO reported using a different approach to meeting the user
requirement Rather than identifying potential board members from current
users of the CRC, he said, "We go after people that we want and then turn them
into users if they are already not and try to convince them to use one of our docs.
It works about half the time."
Two instances of board members already on the board converting to user
status were described. The first was a Board Chair describing his positive
experience of using the services of the CRC in a personal health emergency, iiI
got such good treatment from my doctor that I may as well utilize the services of
the center. As a board member I may as well become a user and that's what I did
I became a patient of the center." The second example was reported by a CEO, III
have had two non consumer members of my board convert to consumer
members after being on the board. Just because they wanted to be a part of what
is going on because it is that exciting and good.

1/

One CEO noted that although his rural CHC does not have a problem
meeting the user requirement, perhaps CHCs in an urban area might have a
problem getting some of the expertise that they need. He went on to describe a
change that was made in their organization with regard to board representation.
Originally each of the six counties had three representatives. This was changed
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and now the by-laws only require one per county and the rest of the board can be
at-large. uThe primary reason that we did that was to get expertise that we
needed on the board from anywhere in the service area rather than from a
specific county."
Another CEO in an urban area felt the problem of finding qualified board
members might be greater in a rural area. uThat's where you might have to go
into the community and find them and then have them become a member of the
center and make that a requirement of their participating."

Qualities Sought
The CEOs and Board Chairs had clear views on the qualities that are
needed in the user board members and the challenges that the requirement
presents in getting those qualities. One CEO described his approach:
I have always tried to find that person who is outspoken and the person who is

1.Villing to call my office - well this is not right or I am speaking on behalf of this
Spanish speaking patient or this farm worker had a problem getting through the
system. That is the person I want to try and identify. If you were that adamant
and that concerned about it would you be willing? Some of them say yes and some
say no, but that is the way that I get most of them in. I am not co-opting the
operation, but at least you have someone who comes on board who is going to
speak up for the community and then you can get them in and get their input
back to the full board.
Expertise that is lleeded by tIle board in various areas was COllsidered
essential for board members. This was described as often being difficult to find in
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the user population. One Board Chair explained that the committee structure
was used to develop expertise. #What we do is build expertise in those
committees who can then represent those areas to the board and make
recommendations for board policy."
The need for certain expertise was approached differently by a Board
Chair and a CEO. The Board Chair stated expertise is not always as important as
diversity and a member #Who is willing and has an interest in seeing the center
progress in seeing that the center provides the health services to those people in
the county that needs it services." The CEO, on the other hand, sees the need for
expertise as critical. #It can be a problem if your patients at your center did not
have a background of diverse expertise. If you didn't have anybody qualified to
really serve on financial committees that had any finance background that would
be tough.

n

Qualities an Board
As was noted in the introduction to this project, the original intent by the
federal government of a 51 % user majority on the governing board was to enable
community representation in the provision of health care services. In many cases,
this membership meant a connection with a community group and helped
establish credibility. To a certain degree this assertion continues to be true. As
one CEO stated, as patients of the health center user members provide both n A
voice for the patients and the expertise from their particular profession." The
emphasis on expertise and professions was noted by another CEO who reported
that all of the officers of the board, all professional, were users of the CRC. One
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CEO reported that one user representative was a teacher and another a police
officer. Another CEO indicated a prominent community leader UBy taking
ownership and being on the board, really makes a big difference for us because
he does not hesitate to pick up the phone and call me to tell me what's going on
or what we need to look at doing or not doing."
The representation from special populations such as migrant
farmworkers, the homeless and HN patients is required for CHCs that receive
funds for these services. This requirement is addressed in the CHC by-laws as
stated by one CEO. uWe have two members of our board that are permanent
members of our board as spelled out in our bylaws. That is an HN
representative that must be an HN patient and the homeless representative on
our board who has to be a patient" Another CEO stated that because of the
requirement, "We do have a farm worker on board that works for one of the
major farmers here. And then the other person here that represents a special

populatioll is a person on board who is HN positive."
Impact of the Requirement on the Board
When asked what the impact of the user requirement was on the board,
the answers from participants varied. One Board Chair denied that it had any
impact stating, UI don't see that it has an effect on the board. It is a requirement
We meet the requirement but it really has no effect. We are able to find good
board members."
Three of the Board Chairs perceived the requirement as being positive for
different reasons. The first Board Chair felt that the experience enhances their
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role as a board member because by receiving the services that the agency is
providing, "They have the tendency to have that additional investment in their
functions as a board member. The level of care and sufficiency of the agency
directlv affects tlleir llealth care." A SecOlld Board Cllair saw the value ill the
experience as a user as source of information. "Overall I think the requirement is
a good requirement because we need to hear from those that are being served by
the facility." A third Board Chair saw the role of the user as important for
identifying community needs. "I didn't know there were that many homeless in
the county until one of the board members who worked in a religious setting
brought that up. We were able to get funding to establish outreach for the
homeless. "
One CEO denied any negative impact at all, however, when prompted she
did indicate that she had received feedback from other directors that their
consumer board members attempt to be directly involved with the day-to-day
operations of their health centers and may expect preferential treatment when
receiving services at the center. Similar concerns were raised by another CEO
who expanded on the potential problem:

You have to watch that it's not just their issue. Is it a global issue, an isolated
thing, or just something they want to have done? If they don't ever want to wait
or be seen first or try to by-pass the system, they shouldn't do that.
Several respondents saw the impact to be both positive and negative. If
the board member user brings a problem back to administration and it is
remedied, that is a positive. However as a Board Chair observed users of the
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center may have a tendency of being overbearing sometimes with the CEO. "'The
good thing is that they have a working knowledge of what goes on but
sometimes they can just inundate the CEO with some trivial things." Another
Board Chair pOinted out, "'The negative is sometimes that a board member may
have a tendency to want to do a little more micromanaging because you have
inside knowledge of some things that are wrong you are enthusiastic about
getting them corrected."
One CEO explained her organization's method for handling this tendency
to micromanage:

I,

or

the Board Chair, remind them of the issues at hand that are the CEO's

responsibilities, and that as board members they should not be handling this. They
receive training once a year and micromanaging is always addressed by the
trainer. We remind the board that when they receive complaints or issues from the
community, that they refer them to the complaint process at the Center and to the
CEO.
Value of Experience as a Patient
The value of the user of services was illustrated in detail by one Board
Chair who related the conbibution that the user members of the board were able
to make during the design and construction of a new facility.
Because of their hands on experience in the center, these board members were
able to make recommendations concerning the layout of the restrooms and
patient interview areas to ensure privacy. The members of this board have also
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provided information regarding participation in clinical trials as well as
customer service issues.
Another Board Chair described his experience as a user as very positive
and valuable:

When I have an appointment I set up my appointment and sit in the waiting
room just like everyone else and sometimes, I have a long wait and some times,
they see me in record time, but most times it is a wait. I experience what the
patient experiences and if somebody does not treat you kindly, you know.
Another Board Chair also described the waiting room experience as a positive
aspect of the user requirement. "You see how they treat other patients by sitting
in the waiting room. You get a real inside knowledge of how the center operates
and what's broken and what they are doing well and what they are not doing
wel1." One Board Chair expressed it as a sense of ownership:

Because as a board member, you're not talking about that facility, you are talking
about your facility because you then are a stakeholder because the quality of health
care becomes your responsibility, too. It gives you a hands-on knowledge of what
actually goes on in that center.
A CEO expressed similar perceptions about actually receiving health care
services:
I see it is as very important because if you are not a member and come to the

center then you really don't know how our delivery of service is carried out. You
experience some of those wait times and see ifwe've got issues with staff because
sometimes new staff don't know who the board members are when they present so
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they get treated like everybody else. They get that personal touch and knowing
exactly what's going on.
CEO and Board Chairs' Perceptions of User Requirement
Table 2:
Board Chair
CEO
Issues
Resources for
• People in the center
• Providers
Recruitment of
• Board Members
• Staff
Users
• Community
• Find someone and
make them a user
Challenges
• Lack of expertise
• Finding leaders willing
to speak up
• Need to develop the
expertise needed
• Lack of financial
expertise
• Representatives of
special populations
• Professional expertise
• Representatives of
special populations
Impact
• No effect
• Micromanaging
• More involved in role
• Expect special
treatment
as a board member
• Source of information
• Personal issues
about the services and
• Source of information
the community
about problems
• Input into plans from
• First hand experience
the patient's
perspective
• Waiting room
expenence
• Sense of ownership

Consumer Board Challenges
When asked whether the consumer board requirement should be
continued, one CEO questioned the need to have a majority of board members
users. However, he felt it would be dangerous to eliminate for a reason that
related back to the early and most recent challenges to the requirement
Eliminating the requirement would result in HNon profit boards fighting for
money or church related groups fighting for money to Siphon it off for other
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reasons." He further elaborated that hospitals want the FQHC money and the
FQHC status. #1 don't know whether the grant money is so important as the
reimbursement difference is enticing and the FTCA coverage is enticing."
In response to the same question, another CEO stated that she gets interesting

reactions from Rotary Dub when she describes the federal regulation:

Everybody's mouth just kind of drops like flyou are kidding me" and then they
ask similar questions to what you are asking. How does that work? How do you
identify them? How do they not get involved in that day to day stuffbecause they

are in and out of the health center so much? I just say I let them know what their
expectations are and what I expect from them and haw it works successfully.
Fortunately, I haven't had any problems with it. But it is amazing to see the
whole concept that other people who are civic minded in other non profits, how
they respond to that one statement that my patients are actually the majority of
my board.
Ethical Issues
Each of the participants was asked if they were familiar with the Five
Rivers Economic Development Corporation situation in Georgetown County
with the alleged misuse of federal funds and failure on the part of the board of
directors to provide oversight. Some of the participants were aware of the
situation. For those who were not, the interviewer provided a short summary.
The Board Chairs and CEOs responded from different perspectives on this
situation. This introduction led into a discussion of the potential for the risk of a
situation such as this arising in the participant's centers. The Board Chairs and
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CEOs' perceptions are summarized in Table 3 and detailed in the following
section.

Board Oversight
With regard to methods for preventing such an occurrence, the Board
Chairs cited the signing of a pledge regarding ethical standards for operating,
depending on a good legal team, having checks and balances, and getting
monthly reports from management. As one Board Chair stated, "We hope that
we don't get into those types of issues." More specific actions were described
including verifying terms of contracts and qualifications of contractors, and
questioning procedures. "'I think that if there is anybody not doing what they are
supposed to do that is covered under some of the oversight that the board has in
terms of questioning certain procedures." Another Board Chair said, "ff there
appears to be any impropriety, we bring it to the CEO's attention and also we
question the financial director during his presentation." A third Board Chair also
noted the board's need to:

Question staff in any particular area and to direct them to go back and find an
answer and come back to us. If it is not addressed in an appropriate and a timely
manner, it is the CEO who is feeling the heat from it. You know we try to keep a
finger on the pulse.
As one Chair stated, "'We depend a lot on our CEO to stay aware of that
information. We want him to bring any of that type thing to us."
Several Board Chairs cited the role of the finance committee as an
oversight body. One Board Chair stated that the committee meets monthly and
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Ii

gets a financial report at every board meeting. It is prepared by the finance

committee as well as the finance person on the staff. The finance committee mes
to keep an eye on funds of the center, what comes in and what goes out." The
finance committee responsibilities in addition to receiving and reviewing the
monthly financial report, include reviewing income statements, purchases, and
checks that are signed by the center and have been approved by the chairman of
the finance committee or his designee. One Chair noted that the finance
"conlnlittee is lllade up of parties that lllay 11ave expertise in that area, tllat goes
back to picking a good board and getting a variety of people."
Both the CEOs and the Board Chairs identified the auditors as being
critical to preventing misuse of funds, although as one CEO noted, An audit
Ii

doesn't always do that. It is a safe guard."

Internal Controls
CEOs approached the issue from a different perspective. One CEO
described the manner in which information needs to be provided to the board.
The CEO must maintain honesty and accuracy in the presentation of the
complete financial state of the organization to the board on a regular basis. All
CEOs referred to the need for checks and balances. As one CEO reported, liThe
CFO can't sign off on a check by himself. I can't sign off on a check by myself."
Another stated, iiI don't sign any checks in this organization. I choose not to."
The checks and balances continued through out the organizations
according to the CEOs and include signing of purchase orders, tracking of cash
from the front window, into the safe, and through the balancing and depositing

86
process. Similar controls were reported for check writing, federal draw downs,
purchasing and accountants payable. The audit process is described as the final
control in the system.

Conflict of Interest
The Five Rivers situation involved several instances of conflict of interest.
Both the Board Chairs and CEOs indicated that this was well managed in their
organizations. One Board Chair stated, uNo conflict of interest stuff going on. I
think we monitor it pretty good . We are not perfect but we monitor it" Another
pointed out that the "CEO does not have any family members on board. Nor
does any board member have any family member that works at health center. So
we don't face that at this particular point"
The CEOs again took a more specific, systematic perspective on the
problem. As one stated:

We have policies and procedures that govern that and we have a corporate
compliance officer that enforces it. The corporate compliance officer reports to
corporate compliance committee of the board and takes a look at all of those issues
to make sure that you don't have those conflicts and should that occur she reports
it, the board then takes it up and tasks it to the Executive Director to correct it.
Another CEO reported a situation of potential conflict of interest with a
board member in the organization's early days involving a CPA on the board
providing consulting services on financial issues. It was necessary for him to
abstain from voting on anything. Further controls cited included conflict of
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interest statements, abstaining from voting, and restrictions on employment of
board family members.

Past Occurrences
An example of embezzlement several years ago in one of the CHCs was
discussed by both the Board Chair and CEO. The first time an independent audit
was performed the situation was identified. The Board Chair stated that, uWe
feel that our present audit system is preventing most of it. We hope all of it.
Haven't had any problems since this party was dismissed that have come to
light." The CEO said that the former CEO ureally kept the board in the dark." As
a result she said, uThey are very keen and they want to know exactly what's
going on especially when it comes to finances. They are very educated."
A second example that did not involve finances was cited in another CHC.
This was a situation where a former CEO was essentially not doing his job. The
CEO reported, UIn that case, the staff went to the board and told them and they
fired him."
Another CEO indicated an awareness of situations similar to Five Rivers
in CHCs. uYou can't be in this business too long to know there are those types of
problems with health centers, too. There are examples where health center funds
have been inappropriately spent."

Potential Risks
In assessing the potential for malfeasance occurring in their CHCs, again

CEOs and Board Chairs differed in their perceptions of the situation. One CEO
felt the controls in place in his organization and the responsible people would
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prevent any occurrence. ""'Unless you have a situation where you have is
collusion between your financial people and your CEO it is pretty hard to do."
He further stated, .tI'My CFO isn't going to let me get away with anything. And
frankly my auditor isn't either and I am paying my auditor a lot of money to
keep me out of jail."
Another CEO expressed concern about a potential risk that has developed
recently:

Our biggest thing naw is trying to comply with Sarbanes-Oxley and all that
coming dawn from the feds on use offederal dollars. That is our biggest headache
naw because I don't have enough staff to make sure we stay on top of those things.
We have not been cited on any of those things on our last two audits.
Table 3:

CEO and Board Chairs' Perceptions of Risks

Risks
Financial
Oversight

CEO

•
•

Internal
Controls

•

•
•

Conflict of
Interest
Potential
Risks

•

•
•
•

Honest accurate
information to the board
Auditor

Checks and balances
Accounts payable and
receivable controls
Federal drawdown
procedures
Corporate Compliance
Officer
Reliance on staff
Potential for collusion
Sarbanes-Oxley
demands

Board Chair
• Policies
• Reports
• Reliance on CEO
• Role of the Finance
Committee
• Auditor
• Checks and balances

•
•

•

Monitor this
No family members
Do not see any at this time
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One Board Chair stated, USo not to say that those things couldn't happen I
guess they could but I don't see that as really a risk at this CHC. "
Challenges
The literature review revealed many challenges facing CHCs today. The
five centers in this study are experiencing some of the challenges reported
earlier. Others such as needs to collaborate with other providers were not
mentioned. The major concerns noted in Table 4 are discussed below.
Funding

The challenges that the participants perceived facing CHCs at this time
included both external and internal situations. The first response from most of
the participants was related to funding cuts in the Medicaid and Medicare
programs. A CEO described it as, uLevel federal funding, in fact a reduction in
federal funding with the increased number of uninsured patients that we are
seeing who fit our sliding fee scale. That has an impact." Decreases in Medicaid
due to the Deficit Reduction Act result in increases in the number of sliding fee
scale patients. uWe do have a challenge with the increasing number of patients
with no insurance, no Medicaid, no ability to pay. Although we do not turn them
down. Funding is a challenge,." declared another Board Chair, uThe hope is that
we will be better funded in the future. So that we can expand the services."
Other demands cited by CEOs included a large number of Hurricane Katrina
victims relocated to South Carolina for whom reimbursement has not been
received. In one case a great number of homeless patients are a challenge. uWe
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have approximately 4000 homeless patients we take care of over and above our
slidillg fee scale patiellts alld self pays."
A Board Chair explained the impact of the declining economy on the

CHC:

VVhen the economy is good, some patients elect to go to the private sector as
opposed to seeking health care from the agency. VVhen the economy hits those
slumps like we did in the 70s, and even though lots offolks would say we are not
in a slump now, as we see people looking far the availability of dollars we see an
influx of patients loads.
Loss of Providers /Nursing Shortage
A Board Chair noted that the nursing shortage of all levels from LPNs,
RNs and nurse practitioners is a challenge. Physician recruitment and retention
was a problem noted by three participants. One Board Chair stated that it is a
general problem for CHeSt Although we've been fortunate in that we have been
#

able to keep our physician staff positions filled and the physicians that we have
stay with us." Another CEO has not been so fortunate. He stated that:

Last year in 2006, we had major exodus of providers which was just for a variety
of reasons and it's been by far the biggest challenge I have had in the whole time I
have been here. So we lost, over a period of 15 months, almost half of our medical
staff. So obviously it's been a challenge but the interesting part of it is that we
have survived through what probably would have put most health centers out of
business. And the board has been extremely supportive in this.
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A Board Chair noted that when CHC providers go into private practice in
the community, the CHC loses because they have uidentified themselves with
that physician and when they leave the agency and go into private practice
sometimes we see a drop in our patient load."

Hispanic and Other Population Growth
The increase in the Hispanic/Latino population through out the state has
presented significant challenges requiring the hiring of bilingual providers and
staff. Two CEOs noted the increase. One said:

If my numbers are correct, I think in 2006 we probably did between 900 and 1000
deliveries and about a third of those deliveries or maybe more than a third of them
were to Latino or Hispanic population. The major challenge is to try to get more
and more bi-lingual staff. Ten years ago, I may have had two people on board who
were bilingual, now I have 20 or 25. VVhenever someone leaves from the front
desk, we try to get a bilingual person at the front desk at least to greet the patients
that understands and gets them to understand what the system is all about. We
have done a number of things. A lot of our services are done in Spanish. And the
l1rochures for information and also the person at the front desk for information
also speaks Spanish. Between 24 and 28% of my patients are Hispanic."
Another CEO said, uThat population has grown from probably 3% to 12% in just
two years."
Other populations that were cited as needing special care included HN
patients. One CEO reported over 200 patients. Other special needs populations
include teen pregnancy, high risk pregnancy, and pediatrics. A Board Chair

92

noted that, Although we see the influx of affluent communities in our county
Ii

there is still the need for some people that are still living below the level that we
consider poverty. The agency has always been there for those people."

Service Expansion
All of the participants indicated challenges meeting the increasing needs
of the community and pressure to add new services and open new locations. The
most prevalent need is for pharmacy services, but one CHC does not have dental
services. Another CEO stated:

Right now we really would like to expand to other small communities in the
county to cover the county better to save the clients from having to come in from
20-25 miles out in the country. But we have to do it as finances are available and
right now we are even with the one satellite site that we have even stretching the
funds that we have available and to hire personnel and get the equipment that we
need to operate because of limited funding.
Governance Challenges
In addition to the organizational challenges, some issues related to
governance were noted. Attendance at board meetings and other events was
noted as problem. One CEO stated that in the past many of the board members
have had difficulty taking time off from work to attend conferences. They bring
the training to the board when this happens. A Board Chair indicated that, "Over
the years that I have been on the board we have had some that could not make it
to the meetings and we have had to replace them." A Board Chair said that
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In spite of the commitment to the mission, some board members may become over
committed and may not be able to delegate their time to be as attentive to
participating in meetings, etc. Sometimes you have to do that harsh thing to say
you knOlO we need your input. We noticed you haven't been to this meeting etc.
maybe you need to reassess where your commitment is and what is your
availability? If we can get someone else to fulfill the task then maybe you set aside
and let somebody else do it. In order to function effectively we need you there in
body as well as in spirit.

Table 4:
Challen2:es
Funding

Community

CEO and Board Chairs' Perceptions of Challenges
CEO

•
•
•

•
•
Staff

•

Governance

•

Decreases in federal
funding
Deficit Reduction Act
Increase in Hispanic
population
Homeless population
Need to open sites in
other communities
Loss of provider staff

Attendance at board
meetings

Board Chair
• Increase in sliding fee
patients
• Declining economy
• People living below the
poverty level

•
•

•

Nursing shortage
Loss of patients when
providers leave
Attendance at meetings
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Roles and Responsibilities
What do CEOs and Board Chairs consider to be the characteristics of an
effectively functioning board?
The six dimensions that board members must possess to assure a well
running board as defined by Chait, Holland, and Taylor (1996) were: contextual,
educational, interpersonal, analytical, political, and strategic. The responses to
the questions regarding roles and responsibilities may be looked at within the
framework of these dimensions. A summary of the CEOs and Boards'
perceptions of these six dimensions of board functions can be found in Table 5.

Context This dimension calls for board members to understand the organization,
mission, and big picture. The information gathered in the earlier questions
related to the history and the risks would be included in this category. Both
CEOs and Board Chairs presented a broad range of responses when asked about
the role of the board in running the CHC. Terms used included policy board,
governing board, and advisory board. Some of the confusion may be explained
by one Board Chair's comment that, uThe agency first started we had two
components one was the board of directors actually and the other was an
advisory council. The present board is now a mixture I would say of the advisory
council and the board of directors concept in that we have members of the board
that are also consumers./I This division reflects the early organizational concept
that some of the CHCs would have had. The term governing board was used by
most of the Board Chairs and CEOs to describe the role as approving projects
such as the addition of pharmacy services. One CEO described the role as, " A
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policy board not to get involved in day to day administration but to deal with
policy and then make their recommendations and make their decision on policy
and then if they have concerns to refer to them to administration to handle with
reports coming back as to how they were handled."
Although most of the respondents labeled their boards as elected when
selecting from three choices: elected, appointed, or self perpetuating, the process
that all of them described is one of self-perpetuation. A Board Chair described
the process of replacing a member, ~~We form a nominating committee and they
present names to the entire board and they are interviewed and selected or voted
on at that time." Only one CEO seemed to be familiar with the concept of selfperpetuating.

Reasan far Being on Board
The contextual dimension includes an understanding and commitment to
the mission. All of the Board Chairs gave similar responses when questioned
about why they feel it is important to be on the board. The answers were again
reflected later when measuring effectiveness was discussed. For the most part, all
of the responses indicated a strong desire to give back to the community. One
Board Chair described his involvement, "I have seen the growth and
development of the agency both doing good and hard times as we see the
decrease in funding and the emphasis on community health." The mission of the
organization was described by one as the reason he serves, "We serve people
who would not otherwise have medical care. We serve people who can not pay
anything, or those that can pay some, and those that have insurance or Medicaid
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or Medicare." One Board Chair, retired from hospital administration, described
specifically how he came to be on the board, uThey were looking for a male who
at that point needed to be Black and asked if I would consider being a member of
the board." All expressed a long term commitment to their organization.

Board Functions
A third aspect of the contextual dimension is understanding the big
picture. Perhaps due to the extensive experience of all the Board Chairs and
CEOs, the descriptions of the functions of the boards were detailed and
consistent Several mentioned policy making and fiduciary oversight as the main
functions of the board. As one CEO stated, U1he board directs me, assists with
policy development for the board, giving input on what they see happening in
the market place in our surrounding geographic area." Another said in addition
to general over sight and fiduciary responsibility, and policy setting, uTheir
major job is to make sure they have an executive director that can run the place
and keep the day to day operations of the business successful." A third referred
to federal responsibilities saying the board's role is, uMostly compliance with
federal mandates. I think it is the board responsibility to make sure the grant is in
the right and proper form."
The Board Chairs described the function in much the same language as
the CEOs as a governing body of the organization. As one said, uThe board
strictly needs to know what's going on To approve budget to approve strategic
plans, to approve those things and then hand it off to the CEO or whoever of that
organization." A second Board Chair elaborated on the process, I.IThe board is
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responsible for the long range planning and the over sight of the center.
Obviously the day to day management is instilled with the executive director of
the center who is appointed by the board and whose evaluation and performance
is evaluated by the board." The work of the board is reportedly accomplished
through the committees including the finance committee, quality assurance
committee, personnel committee, and other committees that are involved in the
oversight of the activities at the center. The committees report back to the board
their findings and their projects. A third expanded on the roles of the
committees, "'The committee makes the recommendation, and brings them to the
board meeting and the board approves them. If the board approves it, the board
expects it to be done."
The other side of this issue was pointed out by one CEO who stated that
"'Getting users to see the big picture sometimes is a challenge and not just simply
the situation that they may be dealing with as a patient."

Fiduciary Responsibilities
Another dimension the board members must possess is analytical skill.
Fiduciary responsibilities require this. A Board Chair described the role of the
board in financial management to, "'Make sure that the agency is financially
solvent and make sure that the agency is a good steward of public funds much of
which comes from the federal government That we are good stewards so that
we get the biggest bang for the buck that we are spending."
As a CEO summed it up, "They have a fiduciary responsibility to see that
we are handling the money appropriately, that I am carrying out the policies and
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procedures that they have in fact signed off on. Provide input from the
community regarding the health care needs and see how the CHC can meet that
need."

Micromanaging
Micromanaging is the opposite of seeing the big picture. Although not
specifically addressed in the questions about the role of the board, The term
micromanaging was used many times by both CEOs and Board Chairs in
response to various questions. One Board Chair described the board's role as not
administrative, going on to say that they leave that to the CEO. A second Board
Chair elaborated:

The board members set policy. They do not run the center. You have to separate
the difference betuJeen governance as a board member and actual day to day
administration of the center. You are responsible far fiduciary operations and
conditions of the center. The only person who actually warks for you in that
center is the CEO. Everybody else is hired by him based on the guidelines and you
know parameters set by the board, but the Board does not do hiring and firing
except far the CEO. At times becomes a delicate situation. The Board holds the
CEO accountable far what does or does not happen at the center.
As a third Board Chair stated, ILThe board does not micromanage. But
because we are representing the consumers of the service that the agency is
providing, tIle board is ill tulle "'ritll tllat."

One CEO gave some examples of micromanaging by board members in
other CHCs:
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I think I have heard that quite a bit in other areas but certainly with this board

speaking from my years of experience, it has not. In fact I can't think of in the 19
health centers in SC, I can only think of ane or two that have had problems with
board being involved from the stand point of not letting the Executive Director
run the program. But I have heard other horror stories in other regions and other
states, but not here.
Two CEOs discussed tIle issue of nlicronlailagillg. Olle CEO, agaill
describing what happens in some other CHCs, speculated that the reason CEOs
have trouble with their boards trying to manage the health center and being
involved with the day to day operations, uIs due to not educating appropriately
or not providing the appropriate training tools and resources so that the board
really understands their role from the beginning." She went on to say that the
problem may be, uMore of the board recognizing the depths of that fiduciary
responsibility and then really kind of taking it to the next level and trying to
micromanage the executive director. "
The second CEO explained how an incident of micromanaging would be
handled:

Ifwe've had that happen, normally, I will tell the board member the appropriate
way to handle these situatians. Come tell me if there is an issue, not go to my
staff. You can not come into my office and tell my staff. Come to me because I am
their supervisor. Let me handle it. If that doesn't work, I go to Board Chair and I
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tell the Board Chair that I have an issue going on and let him handle the other
members.
In terpersonal

Chait, Holland, and Taylor (1996) listed interpersonal relationships and
the ability to work together as another dimension a successful board must
develop. The interviews addressed three interpersonal relationships: the board
and CEO, the board and providers, and the relationships among board members.

Relationship with CEO. The relationship between the board and the CEO
was perceived as being critical to the success of the organization. One Board
Chair said it is important "That you have a relationship with your executive
director that you can go to him with your concerns and keep him abreast of both
his positive and negative attributes." The exchange of information was cited as a
primary concern. One CEO explained that he tries to be sure the board is not
surprised by anything good or bad. "I don't want them to be sitting in a meeting
and say well I talked to this neighbor, something was in the paper, or something
was on the radio, and they don't know about it." He said that it is critical that the
senior management staff understands this. "I don't want to be blind-sided at a
board meeting." In his case it seems to be successful because, "When board
members hear about it in the community from someone else, they will call me
first alld we will talk about it before it gets to the board 111eeting."
One Board Chair described the challenges of the relationship with the
CEO:
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You have to push your initiatives, hold the CEO accountable. You have to jack
him up when he is not doing what is expected, and of course, you praise ifhe is
doing well. You keep the one person that is accountable to you on task and that is
the CEO. He has to put pressure on who ever else works in the organization to
make sure that what you want is accessible and available to the board members if
they ask for it. And I am not going to go there personally to get the information I
want to tell the CEO that this is what we need and expect you to deliver.
Another Board Chair included the entire executive staff in his
comment
The relationship between the board and the executive staff, I would dare say, is

extremely good. They keep us informed of what is happening within the agency.
At our monthly meetings, we are getting reports on productivity as well as the
shortcomings of the agency. The CEO has been a person that has established a
good working relationship with the board.
Relationship with Providers. Early on in the CHC movement, a great deal
was written about the problems between community board members and the
providers of the health centers. In many cases the providers were on the boards.
At this time, the relationship between boards and providers was not perceived as
a problem by any of the participants. One Board Chair indicated that the board
does not get involved in provider concerns. uWe leave that to the management
team of the company. Our approach has always been hands off if they have
problems they will handle it, if it escalates the board will be informed of it"
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Another Board Chair indicated that the only contact board members have with
providers is at Christmas parties and other events and whe~ "They provide us
with our medical services and our medical needs." He stated that, "H an issue
would come up, the issue would be referred to the CEO who the board holds
responsible for running and managing the center. So no board member would
inject themselves into an employee relationship."

Relationship with Each Other. Leaders in the field of not for profit boards
identify the importance of working together as one of the essential elements of a
functioning board. The responses of CEOs and Board Chairs differed in this area.
Again the Board Chairs tended to take a broader and more general perspective
on this. As one Board Chair stated:
I think that when you are appointed to the board I think that you will have respect

and trust for the other board members. There most certainly is a vast array of
talent and many backgrounds of the board members and so forth and so you most
certainly would respect that individual because that individual obviously in
certain areas has more knowledge than you. So you would give due respect. It
would be common sense to give due respect to individuals. And the board as a
group, they are quite respectful of each other.
In addition to periodic social functions, the annual retreat, and meals after
board meetings were cited as ways that board members get to know each other.
Another Board Chair stated that, "We are scattered in seven counties so there is
not a lot of personal interaction other than at the board meetings."
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The CEOs expressed more concern about the importance of developing
the board relationships and interactions and the methods for accomplishing a
good working relationship. One CEO felt that it was very important to provide
opportunities for the board members to interact because they will work better if
they know each other. The CEO went on to describe one method that is used to
build relationships, "'I intentionally have my assistant move their places around
where they sit. They have to sit next to someone else. You know it doesn't matter
to them but it facilitates them attempting to get to know one another." Another
CEO sees the committees assignments as an important way to develop
relationships and cohesiveness.

Skills and Expertise
The educational dimension requires not only training as described further
on in this paper, but also skill and expertise that the members bring to the board.
The various components and disciplines represented on the board included
professionals from the health care field, business, finance, clergy, education,
attorneys and the political arena. As one Board Chair stated, "'Those things help
us in finding a good rounded board."

Political
The essential dimension of political may be interpreted in different ways.
Chait, Holland and Taylor, (1996) stated that board members must develop
healthy relationships while maintaining integrity. The board's role of
representing the community and supporting their needs would be included in
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this dimension. A number of similarities were found among the centers in
attempting to meet the needs of various groups in the community. Of particular
concern is the increasing Hispanic community. A CEO described the need to be
sure that the Hispanic community is represented and connected, NWe needed to
meet the male Hispanic portion of our board for that demographic of our center.
So different board members were looking around at their community and they
had found someone who met that need."
Other special populations for many of the centers are the RN population
and the homeless. Participants reported the importance of working with
community organizations, hospitals and health care systems to collaborate and
meet needs. This requires board members with connections. Several times the
importance of the role of churches was mentioned in identifying needs and
connecting to the families in need. As one CEO stated this connection is
important because, NIt really gives you a feel for what's out there, if you have
somebody who is totally reflective of that population."
The political dimension was directly addressed in one CRC. As the CEO
explained:

We have the grassroots efforts here and our board members are sometimes
solicited to respond to legislation that may be coming up so that it would favor the
community health center. We have just brought a board member on who is a
former legislator. W are going to ask him to work with our lobbyist to help bring
community health centers to the forefront.
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As a Board Chair noted in regard to political action on the part of board
members:

We can lobby the politicians. There is nothing to preclude a board member from
calling his congressman or calling his state senator or whoever else he might
know that has some influence along the political lines that might be able to
influence something toward changing this and toward increasingfunding. Board
members are encouraged to call their politicians because board members are
voters, too, as are users of the center.
Only one CEO stated that the board was not actively involved. He said,
"Our board does not do that right now and we have talked about that in the past
that we do need to get some community involvement. That is one of our
objectives to try to get some community involvement."

Strategic Planning
The final dimension identified by Chait, Holland and Taylor (1996) as
necessary for an effective board is strategic. The board must be able to steer the
organization to the future. All of the CHCs participate in a strategic planning
process. The frequency varies from annually to every three to five years. The
method used for carrying out the planning process varied from all inclusive
including all staff and board members, to a more limited approach including the
entire board and some staff. One Board Chair described an all day session that
starts with a review of the strategic plan from the prior year, and the
accomplishments, and establishes new goals. He said, "We select the projects
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that we are going to do and they go before the board and the board approves
them. And then that becomes the strategic plan for that particular year."
An entirely different approach was taken in one CHC. The Board Chair
described it

We allow our management team to do that. They actually go off site for a day or
two they look at where the organization is they look at where the organization
ought to go to, and they come up with a list of those strategic things and that is
presented to the board. The board goes in depth into that and then we approve that
strategic plan.
Table 5:
Dimension
Context

CEO and Board Chairs' Perceptions of Board Functions
CEO

•

•
•

Analytical

•
•
•

•
Interpersonal

•
•

•

Policy board not
involved in operations
Oversight
Input from the
community
Oversee the CEO
Monitor federal
compliance
Challenge: Getting
them to see the big
picture
Problem:
Micromanaging
Prompt and open
comm unication
Important to develop
board's relationship
for effective
functioning
Committees develop
relationships

Board Chair
• Governing
• Advisory
• Commitment to mission
• Represent and serve the
community
• Hold CEO accountable
• Approve budget and
strategic plan

•

•
•
•

Provide feedback to CEO
on performance
Adequate information
No direct relationships
with providers- not a
problem
Respect for fellow
members of the board a
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Dimension

CEO

Educational

•

Political

•
•

•
Strategic

•

•

Financial background
important
Need to have
representation from
Hispanic community
Must have community
connections
Grass roots political
efforts
Some processes
strongly executive staff
driven
Others total board staff
involvement

Board Chair
given
• Need for professional
members
• Role of churches
• Board's role to lobby for
CHCneeds

•

Board involvement ranges
from full participation to
approval only

Defining Effectiveness
In response to the questions asking for a definition of board member
effectiveness, the Board Chairs and CEOs differed somewhat in their
perspectives. Once again, the CEOs were more focused on outcomes than the
Board Chairs.

Attendance and Participatian
The Board Chairs all gave the same initial response when asked to define
an effective board member. As one Board Chair stated, /lOne who is accessible,
available, and involved." Another said, "You have be one that is willing to attend
regular board meetings and those board meetings are mandated by law to be
monthly." As a third Chair stated, "Someone who has the interest at heart and is
willing to devote the time because we do meet monthly. To be a board member
and help the center you have to attend and participate in meetings expressing
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your views on what you feel is good for the center." Another word used was
accountable.
The problems that lack of attendance creates were noted by both Board
Chairs and CEOs. A Board Chair explained. uYou really can't have a board
member that says I haven't got time for that you have to have one that says: yes,
I'll make the time for that." As one Board Chair agreed uWe have had to ask
some to resign because they weren't participating. Attendance and participation
in the actual board meetings and the other functions that the board conducts are
the greatest things." A CEO agreed, "Participation, participation, participation.
But I think the most effective thing is if they attend meetings and they participate
in committees, I think that keeps them in the loop and being very, very open." In
a follow up question a CEO noted that attendance was a problem but not related
to user members.

Knowledge
A third element that both Board Chairs and CEOs felt is needed to be an
effective board member was knowledge of their roles and responsibilities, the
operation of the center, and community needs. One Board Chair explained how a
member gains that knowledge:

If you are a board member you are naturally expected to attend a number of
training sessions and board briefings, and forums where you can become more
knowledgeable about what is going on in the industry. It is almost like having inservice training to make sure that you are «ware of all the innovative things that
are being done in community health care centers.
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A Chair stated that committee work is part of increasing knowledge and
being an effective board member:

Seroing on committees and getting down and dirty whether it is quality
assurance, finance or any other committee and to be a good committee member
because that is where the trench work is being done to perfect some of the
functions within the center. That's how you can influence what is being done
because seeing quality assurance, you can look at productivity and other things
and see if it is consistent with what the expectations are.
A CEO gave two examples:

I gauge it by how much input they provide at the meetings, and how many
questions they are asking, if they are able to bring a lot of valuable information to
the meetings. And they will review their information before they get here and
they will participate in committee meetings. That's what it takes for it to be
effective. If you don't have that kind of input, you can't get anything
accomplished.
Commitment
Several Board Chairs identified the need for commitment from the board
members. This commitment to the patients, the community, the quality of care,
and the organization was expressed many times. As one Chair summarized it an
effective board member is a person who is committed to seeing the board
advance, and meet its obligations and mission to provide quality health services
to the population of the county. This commitment is reflective of the responses
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the Board Chairs gave when asked why they feel it is important to be on the
board. Many stated it is important to give back to the community.
Table 6:

CEO and Board Chairs' Perceptions of Effectiveness

Element
Attendance and
Participation

Knowledge

CEO

•
•

Attendance
Participation in
meetings and
committees

•

Provides input at
meetings
Comes to the meeting
prepared

•

•
•
•

Commitment

Communication

•

Board Chair
• Accessible
• Available
• Involved
• Attends meetings
• Time
• Participates
• Expresses opinions
• Accountable
• Attends training sessions
• Works on committees
Sees the board advance
Meets obligations
Supports the mission

Able and willing to
talk at meetings

Communication
Two of the CEOs expanded on the participation theme by discussing the
need for board members to be able and willing to communicate particularly at
board meeting. One CEO described an effective board member as, HOne who is
actively involved in what's going on around the board table. One who during
meetings when board members are comfortable they'll talk." A second CEO
described how she encourages listening and asking questions. She said:

Half the time if we've got nw board members, they are quiet and won 't say a
whole lot. I say just ask anything because other people are probably thinking the
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same question but afraid to ask it. That nothing is dumb. Usually if they don't say
anything, then I try to ask questions to solicit their input or ask for their feedback
particularly if it is in their area.

If I have the homeless representative there or the

Hispanic representative there, I ask about what I saying if they feel like that is
what the need is.
Training
What methods do these two types of stakeholders believe can be used to develop
an effective board?
In order to meet the challenges of providing care to the community and
fulfill the expectations of a governing board of a CHC, board members must be
trained. The responses from both the CEO and Board Chairs, summarized in
Table 7, showed surprisingly consistent perceptions of the training resources
available in South Carolina. As a result of the information gained from the
participants regarding the training made available from the South Carolina
Primary Health Care Association, a telephone interview was held with the
Executive Director to confirm the findings. This interview will be discussed at
the end of this section.
New Member Orientation

Several of the participants described similar processes for training new
members when they join the board. The orientation for new board members
includes the history of the agency, the mission of the center, the function of the
board members, the relation of the board members and staff, the organizational
structure and lines of authority. One Board Chair stated that All of the board
U
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members are required to attend a training workshop with in the first year of their
appointment to the board."
A CEO mentioned the materials that they provide including a packet that
U

has all the governance handbooks all the bylaws and all that for them." One CEO
indicated that the training process begins when they agree to joint the board
before they are appointed. The CEO facilitates all the training and recruitment
efforts using a NACRC board governance training tool a video and a book on
board responsibilities. Included in this is a uBoard Members Expectations"
document that they are encouraged to review and sign indicating their
awareness of responsibilities. This new member training is in addition to that
monthly board meeting. The CEO stated, UBy the time they get to that point and
they are elected by the board, if I haven't scared them away by just trying to
educate them, then they usually are there for the long haul."

Ongoing Education
The need for continuing education of the board was widely
acknowledged. The CRCs handled it differently. One organization does it
annually by having uOnce a year a liaison from the state to come down and give
us some training about boards about different things that are going on." Another
reported doing it as part of the annual strategic planning retreat. A Board Chair
described their ongoing training as a monthly education at each of the board
meetings on national healthcare topics. The material is furnished by NACRC and
the CEO mostly conducts it. One board member described two ways their board
receives ongoing training:
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The other board members are encouraged to go periodically for the retraining
because laws change and the regulations that govern the center change and the
members need to be kept abreast of it. Plus, there is a monthly publication that
comes out about centers like ours. It is a national publication and each member is
a subscriber to that in their mail and it is for their reading. If there is a particular
topic of interest that I find in there, then I will bring it up at the board and we
will discuss it.
Outside Training
Two sources of outside training were reported as being used extensively
by most of the CHCs . One Board Chair and CEO described the National
Association of Community Health Centers (NACHC) board certification process
also known as the board member boot camp. As one CEO said, "Members of the
executive committee primarily are all given the opportunity to go to through
NACHC." The training opportunities include the annual Policy and Issues
Forum for NACHC that is held in Washington, DC and the annual political
organizational session. All Board Chairs indicated their members are encouraged
to attend. One CEO said that their organization tries to send one member each
year with the CEO to these meetings. "We have had several other board
members to go to NACHC meetings and they come back and make a full report
to the board and bring as much literature as possible about it, too . " Another
stated that if the members can not attend the board training in Washington, she
brings the trainer, Jackie Liefer on site for training.
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The second source of training that is used by all of the CHCs interviewed
is the South Carolina Primary Health Care Association (SCPHCA). The member
organization for some 19 health care centers in SC holds several sessions either
on governance or board responsibilities about twice a year. One Chair stated:
I have insisted that all of our new board members, at least, get the benefit from

several of these sessions as they come on. It is a little redundant for someone who
has been on the board for seven years, but new board members need to know and
they learn by going to these sessions.
A CEO stated that they send their board to all of the training provided by
SCPHCA and have the primary care association presenters come in on various
topics. "'In order to get the board more current on health care today and
particularly how it affects our health center and how it affects FQHCs in South
Carolina."
When asked about whether attending this training was a problem for user
members, one Board Chair responded:

No, because we make the same accommodation for them. We pay for the board
member to go. We pay for the travel the expenses. And sometimes in my center,
my CEO goes out of his way because he usually drives everywhere, so they all go
too, especially our homeless person.
The participants indicated that attendance at the trainings was important and
efforts were made to have members who were interested attend.
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Quality of SCPHCA Training
The frequency of the citing of the SCPHCA's role in training both on site
and outside the CHCs prompted a question about the quality of the training as
well as the availability in other states. One CEO responded:
I think it is unusual. The Executive Director has done a great job to make sure the

board is trained. She will go from site to site. She will do it herself ar other staff
members or they will bring somebody else in. I don't see that going on a lot. I
knaw that I don't see a lot of it in Mississippi and Alabama. They are doing some
in North Carolina.
Another CEO described all of the training done by SCPHCA as very high quality,
includillg tIle support for staff, clilucialls, alld practice lllallagelllellt systellls.

Training Needs
Very few specific training needs were cited by either the Board Chairs or
CEOs. Topics that they did feel needed to be addressed included understanding
the Medicaid Medicare process, long range planning, resource development, and
total quality improvement One CEO described the quality concern as:
The need to get everybody involved in understanding that it is not just the

doctors improving, the nurses improving but you know the front desk improving
the billing improving, the administrative staff, the senior staff, the CEO.
Everybody looking at it as the total making sure that the patient is getting the
best care and all the care that is possible to give, in a good solid positive
environment and that we are being current in everything that we should be
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current in. So that we are able to provide the best care, the best accountability, the
best leadership and so forth that can be provided.

Table 7:

CEO and Board Chairs' Perceptions of Training

TraininS!
New
Member

On-going

CEO

•
•
•
•

•
•

•
Outside

Needs

•
•
•
•
•
•

Handbooks
ByLaws
Expectations
CEOs do the initial
training
Outside trainers
Attendance at state
and national meetings
Needs to be done
repeatedly
NACHC
SCPHCA
Current issues
Quality Improvement
Finances
Sarbanes-Oxley
demands

Board Chair
• History
• Mission
• Function Relation to Staff
• Organizational structure

•

Use of publication on
national health care topics

•

All members encouraged
to attend
Expenses paid
Understanding Medicaid
and Medicare
Long range planning
Resource development

•
•
•
•

One CEO stated that training needs to be done repeatedly especially so
that board members understand how CHCs differ from other practices and not
for profit organizations. Training in finances is an issue. The CEO continued:

Of course they are all involved with the auditor when he comes in. He presents to
them. Ifwe've got new board members that do not understand the finances, we
offer for them to come in and sit with me and the CFO and we will go through the
finances.
This CEO encourages the board members to call with questions before the board
meeting. NRight now with me having a lot of new board members we have to
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take more time and explain things." A CEO stated that it is necessary to be
sensitive to the learning needs of each member, recognizing if or when additional
training time may need to occur.
SCPHCA Training

In an interview with L. Woodard, (Personal Communication February 15,
2007) details about the training that she does were shared. CHC training is
different from other non profit training because of the federal requirements. She
has developed a training program based on HRSA's governing board book and
other tools including a regulations review. The primary care association provides
it to the CHCs as a member service. She also does the training outside the state at
conferences and other CHCs. The agenda includes encouraging them to ask
questions and there is a pre and post test. She determines how familiar they are
with their bylaws and she conducts a review of the organization's by-laws. She
often finds concerns about board composition and requirements . Woodard stated
that board members need to know each other and the rules. They need on-going
orientation and training and they need to adhere to the training. Other states do
not have the same type of training available. She has experienced it first hand.
When asked what the main concerns are in developing an effective board
she said the organization must select the right board members. Effective boards
have appropriate board members. The criteria is different for users and nonusers or community members. Users must be comfortable to speak up. The
environment must be right to encourage this. They must see that their input is
important and valued. They do this by listening to others and understanding
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what they bring to the table. Woodard sees a need for the nonusers to bring
certain skills to the board with backgrounds in areas of finance, medical, and
labor or human resources. She explained that the board member cannot have an
ax to grind. Three problems that she sees most often are: wrong choices,
members with a personal agenda, and untrained boards.
Woodard stated that defining the CEO's role should be the board's
responsibility but it is often the opposite. A good CEO should want an effective
board. They do have influence over who is on the board. She observed that some
boards are check off or rubberstamps and the CEO's are keeping the boards like
that. CHCs really need the board to be effective. Woodard indicated that an
evaluation tool needs to be developed that is specific to CHCs.
Evaluation
How does their board evaluate its effectiveness currently?
In any organization, the need for evaluation methods for measuring

success is widely accepted. CHCs are no exception. Participants were asked
about the tools, role of administration, standards, and results of any evaluation
system in place within their organization. The results are summarized in Table 8
and reported in detail here.

Tools
One CEO indicated that his board was working on a system but did not
really have one in place. The three of the other four indicated the use of an
evaluation tool. One CEO indicated that the source of the tool was either the SC
Primary Health Care Association or the National Association of Community
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Health Centers. Another described the tool as An annual evaluation tool that
U

they check off if they felt like they've done what they should have done, if they
have had their training and then we tally that." One CEO created a self appraisal
tool for them out of bureau information in the board governance handbook. She
developed questions and a comment section, ufor them to put down what they
really would like to see changed or do differently that maybe I didn't address in
the questions that I asked them." One Board Chair said, uI would be one of the
first ones to admit that it might not be done as regularly as it should be but that's
how you measure . "

Role of Administration
The role of administration in the evaluation process ranged from
collecting and compiling the information and reporting it back to the board in
most organizations to a very complex arrangement in one organization where
the board's annual evaluation is tied to the CEOs performance appraisal. He
described it as follows:

We have a long standing procedure that is in writing. We have a corporate
improvement plan linked to my evaluation. I set goals that are a combination of
what we have in the strategic plan and routine things like getting the grant
application done and maintaining provider staffing levels, making a profit and
things like that. Usually it varies between ten and twelve items. I set these goals
for me, but essentially they are corporate goals and they are approved by the board
chairman at the beginning of my contract year every year. And near the end of it,
I do an evaluation and it is essentially a progress report sent to every board
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member and they all review it and are given the apportunity to provide comments
on my performance to the executive committee actually to the president. Then the
executive committee performs my evaluation based on an evaluation tool using
those goals and the progress on those goals as the performance mechanism. In
essence they are evaluating me and themselves at the same time. They go through
the process of completing my evaluation and they assign a number to it and my
compensation then is based on that. And then at the same meeting that they do
my evaluation and it goes into the minutes, they also declare that whatever the,
and I don't know what the word is for it, they evaluate themselves and give the
board a grade for that period of time. And it is entered into the minutes.
Standards
The standards and criteria that the boards use for measuring effectiveness
included training and education, attendance at board meetings, success at
helping the organization get resources. One CEO mentioned measuring, "How
well it interacts in the community to deal with the recruitment of patients. How
well they interact to help with the public relations aspects of the community
health center."
The demands placed on the board in regard to understanding fiscal
oversight were mentioned by both a Board Chair and a CEO. The CEO identified
the need to measure the board members' ability to understand the finances and
ask questions. The Board Chair approached the situation from a different
perspective pointing to the need for ways to measure the organization's
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performance. He pointed to the need for benchmarks and a tool for measuring
revenues and expenses.
CEO and Board Chairs' Perceptions of Evaluation
Table 8:
Evaluation
Tools

CEO

•
•
•
•

Role of
Administration
Standards

•

•
•
•
•

•
Strategic Plan

•
•

Working on it
Use existing tools
One CEO created a
tool based on a
governance handbook
Part of CEO
evaluation
One sets the goals
Compile information
Community
interaction
Training
Resource
development
Measure board's
financial
comprehension
SWAT analysis every
year
Plan eve.ry_ three years

Board Chair
• Not done as regularly as
it should be

•

Need for benchmarks
and tools

•

Measure against strategic
plan goals

Strategic Plan
The strategic planning process was cited as an important part of the
evaluation process in some centers. One CEO stated that they do a SWAT
analysis every year and update the plan every three years. Two Board Chairs
described their planning process and its tie in to the evaluation process. The first
stated, "We set goals every year and then we look at how effective we were in
that year in accomplishing those goals." A second described a similar process
with a five year strategic plan that the board has input into. "You can take each
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one of those years and compare what you said you are going to do with what
you actually did see whether you got pluses or minuses or what and the same
thing holds true with the spending."
Conclusion
Chapter N presented the results of the interviews conducted with CEOs
and Board Chairs of CHCs in South Carolina to attempt to answer the four
research questions of this study. Chapter V will provide a discussion of the
results and implications for use of the results and possible future research.

CHAPTER V: DISCUSSION

Introduction
This chapter discusses the study findings in the context of literature
reviewed on community health centers, governing boards, and the effect of the
user majority requirement This discussion will review the findings within the
context of each research question . It addresses how the findings can be
interpreted and used by eRe leadership both within the centers and at the state
and national associations. After addressing the research question and
implications of the findings, the chapter concludes by identifying areas for
further research and conclusions to be drawn from this study.
Discussion of Results
This study began with the goal of adding to the body of knowledge by
attempting to generate some substantive theories about the effective functions of

eRe boards and the impact the 51 percent user majority imposes on the CRC
from the perspective of CHC CEOs and Board Chairs from a sample in South
Carolina. The study attempted to determine how the CEOs and Board Chairs see
user-majority board governance and its effectiveness in relation to CRC function.
As a consultant who has had extensive experience dealing with troubled CHCs,
often going in to handle the results of years of dysfunction, the researcher's
preconceptions were based on those negative situations. Keeping those
experiences in perspective while analyzing the results of these interviews was a
challenge. Attempts will be made tQ note personal bias during this discussion.
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Perceptions of CEOs and Board Chairs
The first research question attempted to determine: What do CEOs and
Board Chairs perceive to be the resources, challenges and problems that the user
board requirement places on the CRC? Using an intuitive analysis style,
categories in the data emerged that resonated with the literature review findings.

Resources. This limited study appears to support the model of the 51 % user
majority. In these five CHCs, the Board Chairs and CEOs perceived the roles and
responsibilities to be well defined. The boards are reportedly representing the
community antmore obviously providing feedback as users.
In contrast to the original intent of the user majority as representative of

the community as described by Geiger(2006), little discussion was focused on
community representation in the form of representing specific groups' needs.
The perception seemed to be more focused on their role as patients and that
representation and providing feedback to the administrative staff. The interviews
revealed a lack of board involvement in bringing forward their communities'
service needs or interest in quality of care. The Board Chairs did not seem to
articulate that the user members represent the health needs of their
constituencies or are involved in any health outreach from the CHCs back to the
communities. Although leaders in the CHC movement continue to maintain that
the community representation is key, a question has been raised. Has the impact
of the user requirement shifted from an external focus to an internal one? Could
this be construed positively as a way of monitoring quality or negatively as a
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shift to micromanaging and less of a community health promotion role for the
board as initially envisioned?
The requirement that board membership reflect the demographic makeup
of the community was not perceived as a problem by the participants.
Monitoring this requirement in light of the changing demographics of many
communities served by CHCs is an important responsibility of CHC boards
particularly in relation to identifying the health care needs of the community.
Feedback from and outreach into the communities must be maintained .
The early history of problems between providers and consumer board
members was not perceived as a problem by the participants none of whom were
providers. The only contact the board had with providers was said to be through
the Medical Director. In most cases, the providers were considered to be
employees and the respondents stated the board did not interact directly with
the staff. However, the respondents indicated that providers and staff indirectly
are primary sources of recommendations for the user majority members. The self
perpetuating nature of the board and the involvement of staff in this process may
have an impact on controls and lines of authority.
The participants perceived the effect the user member requirement has on
the board as positive. The members are bringing the experience and perspective
of the patient This representation is seen as a strength by the interviewees. This
finding supports Wright's (2006) hypothesis and findings that the board users
represent the community and patients. As one Board Chair said, if something is
wrong, user board members are the first to know. Both Samuels (2005) and
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Wright (2006) concluded in their studies that the user majority was valuable. In
Samuels' study, the participants ranked representing the patients' interests in
setting priorities highest
The concerns raised by Paap (1978) regarding sources of information was
not reflected in the participanf s perceptions of sources of information. As one
Board Chair indicated, the board holds the CEO accountable for providing
information in a timely manner prior to board meetings. A CEO also described
the process of giving assistance in interpreting reports as a strength.
The qualities of culture, spirit, and leadership identified by Craigie and
Hobbs (2004) were exemplified in these 5 CHCs. The Board Chairs expressed a
strong commitment to CHCs and a great deal of ownership.

Challenges. The balance between maintaining a governing role and
representing the users of the center is difficult to achieve. The Board Chairs were
very clear about the relationship with the CEO and the need to rely on the CEO
for running the center. However, comments were made that indicated that the
lines of authority may shift. Although the Board Chairs described their roles as
not being day to day, the term micromanaging was mentioned so often by both
Board Chairs and CEOs that it raised concerns. The fact that it was cited as
occurring in other CHCs was evidence of the possibility that the phenomenon
might be more present than their direct responses indicated.
The study findings were not clear about how effectively the board's
oversight responsibilities are being carried out in response to ethical questions.
The Five Rivers situation revealed important differences between CEOs and
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Board Chairs' awareness of risk. There appear to be many safeguards in place
but still a feeling that Board Chairs are more hopeful than confident The Board
Chairs expressed a strong dependency on the CEO. Three of the CEOs indicated
that their CFOs would not let anything happen. The CEOs definitely looked at
the ethical issues from the inside, from the perspective of the organizational
methods and staff responsibilities. The CEOs expressed confidence in the
internal controls but the Board Chairs seemed less informed. The Board Chairs
mainly focused on the role of the finance committee and the audit The audit was
heavily relied upon, but even that was questioned. In most cases, the Board
Chairs seemed vague when responding to the questions in this section of the
interview. The researcher made the observation that these Board Chairs,
although appearing experienced and knowledgeable in this area sounded
somewhat tentative: uwe hope we have", uthere should be".
Interestingly, the three critical issues that were found to be concerns for
today's hospital boards (Umbdenstock, 2006) were echoed by both the CEO and
Board Chair participants of this study: quality of care, workforce concerns, and
accountability under Sarbanes-Oxley.

Problems. In contrast to the literature review results, very few problems
were noted by the participants. The challenges of meeting the financial impact of
reduced funding and increasing community needs was cited. However, the
issues of lack of qualified board members bringing the right set of skills and the
complexities of collaborative ventures were not mentioned. The challenges of
meeting the changing demographic needs of the community appeared to be
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being addressed. Hospitals' trying to get into the field was mentioned as a reason
to keep the requirement, but did not appear to be an immediate problem for
these centers.
The major board problem appeared to be attendance and was in no way
connected to the user requirement This weakness may be an area for further
evaluation.

Effective Board
The second question was: What do CEOs and Board Chairs consider to be
the characteristics of an effectively functioning board? The results of the study
aligned strongly with Pointer and Orlikoff s (2002) definition of an effective
board. Both CEOs and Board Chairs had strong understanding of the
organization's role of meeting the CHC and population needs. There was a
strong commitment to education as will be discussed in the next section.
Relationships and successful functioning as a group appears to be developed
through social events but more importantly through committees. The qualities of
ability to see the big picture, political sophistication, and strategic thinking were
all perceived to be important and were mentioned by the participants. Clearly,
these participants understand effectiveness.
The researcher observed some qualities of the CEOs that may have an
influence on the responses to this question. With regard to provider board·
relations, the CEOs seem to be keeping this under control. One CEO used very
possessive language when speaking of the board. Another appeared to take the
role of teacher instructing the board on its roles. These relationships with the
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board were evident in the discussion of micromanaging. All of the CEOs took a
lead role in the orientation of new board members. The role of the CEO with
respect to the board has three elements: leader, teacher/mentor, and employee.
These multiple roles may have positive or negative implications related to board
member effectiveness.

Training
The third research question was: What methods do these two types of
stakeholders believe can be used to develop an effective board? The positive
picture that was portrayed by all the participants may reflect the consistent
training provided by the South Carolina Primary Health Care Association
(SCPHCA) and the active involvement of these CHCs. The interview with the
Executive Director of the SCPHCA served as a form of triangulation to verify
findings. The result was in contrast to Wright (2006) and Samuels (2005) who
both cited training needs as findings in their studies. Samuels (2005) noted
particularly the low ranking of quality as a training need. One CEO participant
in this study echoed the concern for total quality improvement training.
Board Chairs did not perceive a need for training. The CEOs perceived
and indicated many more needs for training. It is important to keep in mind the
fact that the Board Chairs of all these centers have many years experience. They
meet the credentialing criteria for effective board members of possessing
leadership skills, seeing the big picture, having a willingness to participate and
time availability as specified by Pointer and Orlikoff (2002). Their perception of
the need for training is influenced by their personal experience.
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Evaluation
The fourth research question was: How does their board evaluate its
effectiveness currently? Through out the history of CHCs various forms of
evaluation have been developed and used with varying degrees of success. The
initial Primary Care Effectiveness Review system was an on-site review
conducted by a team of independent consultants and Bureau staff that reviewed
compliance with federal requirement After many years, it was replaced in 2004
by the outcomes based Performance Review Process. The frequency of these
reviews is tied to the grant cycle which is now every five years for most CHCs.
The grant reapplication process is also in a way a form of evaluation. The
problem is that these systems are tied to outcomes of funding or not funding.
They are not tied to quality outcomes.
Measuring effectiveness appears to be an area in need of improvement
The tools do not appear to be consistent In one case, the CEO developed her
own self evaluation tool for the board. Another CEO appears to keep all the
control, setting his own evaluation criteria. The process is done annually but was
recognized as an area of weakness by several participants. In a field that is so
dependent upon quality measures and outcomes, this is a serious lack that needs
to be addressed. The development of a model Balanced Scorecard or other
evaluation method is a critical need. Many resources were noted in the literature
review that may be useful for this. Grant funds should be made available to
support centers in developing outcomes based evaluation tools that monitor
operations and governance functions.
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Application of Study Findings
The study findings may be of use to organizations at local, state and
national levels. CHC boards and CEOs may find the information helpful in
designing training programs or seeking to evaluate their own organization's
effectiveness. State associations may find the evidence of the success of the South
Carolina's training programs helpful for modeling training programs in other
states. The results may also be helpful at that level or the national level for
developing an evaluation tool specific to CHCs. As L. Woodard, Executive
Director of SCPHCA (personal communication, January 30,2007) stated:

This study will be valuable because there is no current evaluation tool designed
for the unique characteristics of CHCs. The last one was done in the seventies.
Also, there are two schools of thought on the user requirements. NACRe
supports it, but the bureau may be wavering.
With the financial challenges and increasing needs of the underserved
noted by Gieger (2005) and Proser (2005) and supported both by Samuels (2005)
and the results of this study, training programs need to be developed for all CHC
boards. Policy makers may find that the information in this study has policy
implications and needs to be disseminated to policy makers, and the leaders in
the health care community for further discussion.
Implications
There are several implications to the findings of this study. Results were
not what the researcher expected based on experience over the years in many
other states. The first implication is the question as to whether or not the
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requirement is still meeting the original intent This empowerment was
supposed to reach outward to the community-, as well as inward into the
individual members who used the center. Community outreach was part of this
vision, however, it was not captured in the participants' responses in this study.
The original intent of the requirement was community empowerment and
development encouraging involvement of the population. Although the original
intent was community representation, the primary role now seems to be as a user
of the services providing feedback on the services provided. Perhaps in the 40
years the community situation has changed and only the special populations
need this kind of advocacy. Some examples of community- representation were
given and in some cases users were connected with a community group. A
change may be occurring in what the intent of the user member's role is now.
Follow-up on special population users may be helpful to clarify this.
It appears that at least in these five CHCs the early problems of consumer
roles are perceived to have diminished. This uniformity of perspective would
support interviewing others in the organization for a different perspective. Many
of the challenges identified in the literature and through personal experience of
the researcher were not identified as concerns. The focus seemed to be more
internal than external. The researcher's underlying thought that boards would
have difficulty- meeting the requirement did not prove true in these five centers.
Only one CEO reported needing to go to the community and make them users.
This sampling is very limited. The participants may have been concerned about
presenting a positive image or these organizations may be effectively meeting the
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requirement Interviews with members of the special populations, including
homeless, migrant farmworkers, and HN patients, may result in different
perceptions.
A second implication may be a question regarding the actual
representation of the population. It was noted that all Board Chairs were male
which supported Wright's (2006) finding of a lack of female leadership. There
were references to needing people of certain ethnicity. MonitOring of compliance
with demographic make up should be included in any evaluation process.
The third and fourth implications of the study are related. The results
related to training and evaluation have important implications. Again the
findings were not what the researcher had experienced in the past Training in
these centers appears to be well organized and effective. As such, it may serve as
a model for other centers. However, some questions were not pursued that may
reveal a more complete picture. The CEOs were reporting on the training
processes many of which they conducted themselves. No assessment was made
of the long term effects of the training or even if it was evaluated. An issue
related to training would be the percent of board members attending training.
The training is available, though no determination was made if all are trained
and the effects of the training are not measured. Further study is needed in a
broader range of centers. Another issue for evaluation on a national level might
be the need to evaluate training that is available through the state associations.
In the past, evaluation was done to determine continued eligibility for
funding but not quality. Nowhere is there available a ranking system for CHCs
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that would tell an outsider how they are doing. That is an accreditation process.
The researcher has no way to determine if the five centers selected would be
rated excellent, fair, or poor. Although no formal rating or ranking system exists
at this time, the five centers participating in this study might be regarded as
highly successful based on years of existence, stability of provider staff, and
reputation in the community. As such, the responses to the interviews might be
very different with different participants or in different geographic areas.
The strategic planning process needs to be more closely tied to the
evaluation process particularly in view of increasing community needs. Strategic
planning ranged from the entire staff and board to executive staff only. CHCs
need evaluation processes such as a 360 degree evaluation or, as noted
previously, a Balanced Scorecard with specific measurable outcomes.
The implications of this study lead to recommendations for evaluation
procedures specifically tailored to the governance of CHCs. Elements of this
evaluation process would include:
1.

Develop quantifiable measures for tracking training program

content, attendance, and title or position of attendee.
2.

Develop best practices models based on successful training

experiences.
3.

Develop a model Balanced Scorecard or other evaluation tool for

governance functions.
4.

Delineate clearly the levels of authority within the organization to

reduce incidents of micromanagement.
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5.

Articulate user requirement with consideration of gender, ethnicity,

and community or special population representation.
6.

Oosely align the strategic plan process with the evaluation process

in view of increasing community needs and competition in health care.
Study Limitations and Future Research
The depth of the interviews was limited by two factors: the interviewer's
inexperience with this practice and the time and physical constraints of a
telephone interview. In reviewing the responses, opportunities for further indepth probing emerge. If the interviews had been conducted face-to-face, nonverbal cues might have prompted further questions in certain areas. The further
concern that these were busy, but gracious, people making time in their crowded
schedules to assist in this project, made on-the-spot reflection about answers and
the need for further information difficult
A number of possible future studies evolve from the results of this limited
study. The first area would be to broaden the range of participants. Interviews
with provider staff and Medical Directors or with consumer board members
representing special populations might result in different perceptions of the
issues. The participants tend to see the role of the consumer board member as a
way to monitor more than as a way to represent certain populations. This belief
may be because of who they are. The special populations' representatives may
have a very different perspective. The Board Chairs have usually had long tenure
with their organizations. Newer members and the special population members
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might present different perspectives. The role of the special population
representatives needs further study.
The data gathered in this project might be studied further using a stance
analysis methodology to analyze the speech patterns in the transcripts for
statistical anchoring using linguistic parameters. This type of study may
determine if the participants' speech patterns reveal additional information
regarding the topics.
Possible follow up might be done through actual case studies in CHCs
that proclaim to be working well and troubled sites to actually try to determine
the root causes. The role of the CEO needs further study. The issue of a strong
board vs. a strong CEO is under the surface of the question of effectiveness. What
differences might there be based on management style of CEOs? Further study
may be done to see if there is a correlation between the amount of board training
and an organization's performance as measured by the Uniform Data System
(UDS). The limitation of the study to one state with access to all the same training
resources needs to be tested. Similar studies could be done in other geographic
locations to determine training needs. The lack of formal, uniform evaluation of
board function raises questions needing further study.
Conclusions
After 40 years, the community health centers (CHCs) continue to play an
essential role in the nation's health care delivery system meeting the primary and
preventive health care needs of an increasing number of uninsured,
underinsured, and at-risk populations. The federal requirement that the
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governing boards of CHCs receiving federal grant funds or other federal support
must have 51 % users of the health center remains both an opportunity and a
challenge.
With the length of tenure of the leadership, the CHCs in this study may be
exemplary and even they have shortcomings . Leadership at a national level
needs to look clearly at what is being done in South Carolina and determine
what can be learned from it and how it can be expanded to develop an even
stronger governance structure for this vital part of our national health care
delivery system. The information gained through this effort is needed to develop
measures of internal focus and external participation to improve the process of
evaluating performance and the quality of care.
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APPENDIX A
Letter Soliciting Participants

Nancy J. Bracken
97 Mulberry Lane
Pawleys Island, SC 29585
Date
Dear - - - - - - - - - As a former CEO of Federally Funded Community Health Centers and a
consultant working with governing boards in this challenging world of health
care delivery, I have become interested in the effect that the 51 percent user
majority requirement has on governing boards. I am a doctoral candidate in the
Doctorate of Health Administration and Leadership program at the Medical
University of South Carolina. I am conducting a research project on the federal
requirement's impact on the effectiveness of governing boards to complete my
degree.
This study consists of a series of interviews of CEOs and Board Chairs of
community health centers in South Carolina. A telephone interview of
approximately one hour will be scheduled with each participant. Ideally, both
the CEO and Board Chair of each organization will participate in separate
interviews. All information will be kept confidential.
The challenges facing CHCs at the present time require an effective board
of directors with each member contributing appropriate skills and resources. The
results of this study may be transferable to other organizations and may be
useful to other CHCs in planning selection processes and training methods to
improve the functions of their boards. This study should produce valuable and
useful information for these organizations in meeting their governance
requirements . This data will be used to adapt tools used by not for profit boards
in general to the specific needs of CHC boards.
Your experience and perspective will be a valuable contribution to this
study. I will contact you shortly to determine if you are interested in
participating in this study. H you need more information, please call me at 843237-1387 or e-nlail llle at ndnc~-brrl(kenC';juno.(orn. I look fonvard to hearillg your
views on this important subject.
Sincerely,

Nancy J. Bracken
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APPENDIX B: Interview Questions
Name:
Date:
The purpose of this doctoral project is to gather information about CHC boards
and the user requirement. This interview is being recorded and I will transcribe
it. All identifying information will be removed when the final results are
developed. I am also asking for consent to share this information for possible
secondary analysis by the university.
Do you have any questions about this?
Do you give consent for me to use this information?
Background Information
Tell me a little bit about your CRC.
When was the CHC established?
How long have you been on the board or associated with the CHC?
Why do you feel it is important for you to be on the board?
Describe the role of the board in running the CHC.
Is the board elected, appointed, or self-perpetuating?
In summary would you describe the board as governing or advisory?

Are there any conditions that have had an impact on the CHC lately?
Probe: Recent personnel changes, community need changes
Federal Requirement
What percent of the board members would you estimate are users of the CHC?
How do you get members from the user population?
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How do you feel that the user requirement affects the running of the board?
What is the positive side of the requirement?
What is the negative?
What are the challenges presented by the 51 % user majority requirement?
How do you insure user majority?
CHC Function
How does the board respond to the community's needs and the needs of
changing populations?
In what ways do the board members represent the community?

What is your strategic planning process?
Board Effectiveness and Development
What are the board's roles and responsibilities?
What makes an effective board member?
What is the greatest challenge for your board?
What skills and expertise do your board members have?
What criteria were important in member selection?
How do you define board effectiveness?
How does your board establish interpersonal relationships on the board and
with you?
Early on, some CHCs had problems with board provider relations. How does
your board relate to the provider staff?
How does the board measure its effectiveness?
What training does the board have? Is it done on a regularly scheduled basis or
informally scheduled?
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What resources are used?
Probe: Trainers? Websites? Conferences?
What training does the board need?
Board Challenges
What ethical issues does the board face?
How do they deal with them?
What standards do you use?
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APPENDIX C: FOLLOW UP E-MAILS
TO:

All CEO Participants

Thanks again for helping me out with my study. After reviewing the results, I
have a few follow up questions. H you have time, I would appreciate some
feedback on them. If you could send them on to your board chair, I would
appreciate it!
Thanks,
Nancy Bracken

1. Board Roles:
What is your board's role in fundraising?
How do the user members actually advocate for or represent special
populations?
2. Board Effectiveness:
Micro managing by user members was mentioned as a possible
problem by some interviewee. How do you handle it when it occurs?
At this time, would you say your board is functioning well? Why or
why not?
3. Board Training:
Are there any particular concerns related to training user members?
How do you inform the board members about expectations and
responsibilities?
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TO: One Specific CEO
Would you mind answering a couple more questions?
I was reviewing the transcript and noticed that overall you did not bring up any

difficulties with the user majority on your board.
1. Are there any difficulties you thought of since or might want to add?
2. You are in contact with other health centers so probably have heard

difficulties others encounter. Without names, what types of difficulties do
others encounter?
Thanks,
Nancy
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APPENDIX D: Thank You Letter

Nancy J. Bracken
97 Mulberry Lane
Pawleys Island, SC 29585
February 20, 2007

Executive Director or Board Chair
Community- Health Center
Dear - - - Thank you for helping me with my research project on governing boards
of community health centers. Your input will be an important part of the
information that I have gathered. I hope that the project will lead to publication
of an article that will be helpful to community health centers through out the
country. I think that the centers in South Carolina have something to offer other
programs.
As I review the data, I may have questions that need further clarification. I
may call you to check on some points. The work you are doing is so important. I
want to be sure to do it justice.
Again, thank you for the interest.

Sincerely,

Nancy J. Bracken
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